530 Park Av 
Review Optic 


site** 

FT? ;V'" 

PERRY MEMORIAL HOSPITAL 
enue East, Princeton, Illinois 61356 *** Phone: 815/875-2811 


Patient Name: 
Patient MR/I 


s for El) DISCHARGE INSTRUCTIONS REPORT v2 

Physician: 

KRAMER MADELINE H Patient Mnhdate: 01/20/2013 


Final Diagnosis 

No documentation for this section 

Discharge Instructions 

MASSIMIIJ W JOHN \ i 

Your Diagnosis Is: Other rash pus 


MASSlMtlIAN JOHN \ or. (r- 2 <Hn ,'| 44 

Your Diagnosis Is: Other rash possible nti 
Disposition: Discharge to Home 
Your Diagnosis Is: Other rash pos* 
Activity: Other gel culture results 2 
Routine Horne Medication Change 
Follow-up With Your Doctor Afte 
Diagnosis Specific Education: l)i; 

Activity; Other get culture results 2 
Routine Home Medication Change 


HAW \ LYNT 1 11 .1 tit. OS utji, 

Diet Restrictions: Resume your us 
Diet Order: Regular 
Medications: You were given the I 
NONE 

Diet Restrictions: Resume your usli, 


Treatments and Procedures 

HAW \ I YNI III I on os Mi i m i ; 

Procedures / Tests Performed In £R: Lab test 
Instructions: 

The culture that was done today wi 
you will be notified. 

Home Medication 

MASSIMIJ I AN JOHN A 00 Os 701 

Routine Home Medication Change 


HANNA I YNi lilt Do ns >o|o 

Medications: You were uiven the f 
NONE 



> — 


: 778905 Account #: 01446996 Visit Date: 06/05/2016 


! > ? I ! i 

i.ble mi 


ible uti 

days with your dr- may need antibiotic 
: No 

r: 48 hours 

ignosis related handout given 
days with your dr- may need antibiotic 
e: No. No 


1-53 

lal diet 

) I lowing medications to take home with you NONE. Prescriptions given 
a I diet 


not have an immediate report available. If there is a change in your treatment 


n 21 44 

: No. No 

t ,5 a 

allowing medications to take home with you NONE. Prescriptions given 
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PERRY MEMORIAL HOSPITAL 

530 Park Avenue East, Princeton, Illinois 61356 *** Phone: 815/875-2811 


Review Optioijs for El) DISCHARGE INSTRUCTIONS REPORT v2 

Physician: 

Patient Name: KRAMER MADELINE H Patient Hirthdale: 01/20/2013 
Patient MR/i: 778905 Account //: 01446996 Visit Date: 06/05/2016 


Discharge Medications 

No documentation for this section. 

Follow-Up / Referral 

MASNIMIl I \N JOHN \ etc. f!> .(tin .It 4., 

Follow-up With Your Doctor Afttr: 48 hours 

HANNA I 'i NITTl I (to (G 2tU6 . 

Follow-up Appointments: Dr Ol- 
Patient Signature: Sign anil date 
and plan of care. 

Wound / Incision Care 

No documentation for this section. 


15 \ 

HOICK 

is documem if you have received and understand your discharge instructions 


Interventions 

HANNA t N Ni l I t i MO <15 2010 

Pain/Eever: OVER THE COUNT! 
PACKAGES FOR DOSES/EREQl 
Fever Over 10 1 F / 38 C: Don't ov 


R TYLENOL OR MOTRIN AS NEEDED-SEE OVER THE COUNTER 
I NC IBS 

trdress child or use heavy cover 


1 : '3 


Education 

HANNA I V M I El I tKOG N>K- 

Education Given to Patient: Pat left's responsibilities 
Instructions: 

-REST 

-PUSH FLUIDS 
-GOOD HAND HYGIENE. 

-SEE YOUR DOCTOR OR RETURN TO EMERGENCY DEPARTMENT FOR NEW OR WORSENING 
SYMPTOMS 

-TAKE MEDIC A I ION AS PR ESC 
-DISCHARGETIMEOUT PI IU 
■ANY ABNORMAL VITAL SIGN 
DISCHARGE 

-EDUCATION REGARDING D1A 
FAMILY STATE UNDERSTAND 


K1UED 

1MED 

IS REPORTED TO PHYSICIAN AND RECONCILED PRIOR It) 


HNOSISGIVEN AND REVIEWED WITH PATIENT-1 AMII Y. PATIEN' 
NG EDUCATION INFORMATION GIVEN. 


Education Documents 
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530 Park Avenue 
Review Option 


Patient Name: 
Patient MR« 


s for Et> DISCHARGE INSTRUCTIONS REPORT v2 

Physician: 

KRAMER MADELINE H Patient Birilulate: 01/20/2013 
: 778905 Account it: 01446996 Visit Date: 06/05/2016 


HANNA I VN1 HI I 06 us 20H> . I > \ 

Acute Rash 
Diaper Rash 

Urinary Tract Infection in Chiltlrle 





PERRY MEMORIAL HOSPITAL 
East, Princeton, Illinois 61356 *** Phone: 815/875-2811 


Resources 

No documentation for this section. 













PRINT DATE: 10/18/16 058 
Medical Director: 

Dr. Elizabeth Bauer-Marsh 
TIME: 15:55 

: KRAMER MADELINE H 
a^CT#: 01446996 
ROOM.: ED106 DISCH 06/05/16 - NO PENDING ORD 

ADMIT: 06/05/16 


PERRY MEMORIAL HOSPITAL 
530 Park Ave. East 
Princeton, Illinois 61356 
LABORATORY 


PAGE 1 
CLIA # 14D0431087 


- COMPARATIVE REPORT 


;rs 


sex. 

AGE. 

DOB. 

PAT. PHONE 
MR#. 


3 Y 

01/20/2013 

8158767479 

778905 


ATTENDING: MASSIMILIAN JOHN A 
SECOND...: NO DOCTOR 
PRIM CARE.: 


URINALYSIS 


06/05/16 

2115 


REFERENCE 

RANGE 


UNITS 


Color 

Clarity 

Glucose 

Bilirubin 

Ketones 

Sp.Gravity 

Blood 

PH 

Protein 

Urobilinogen 

Nitrite 

Leukocytes 

Wbc 

Rbc 

Epithelial 

Bacteria 

'US 

^tals Type 
COMMENT 


It yellow 
clear 
norm 
neg 
neg 
1.010 
neg 
7.0 

Negative 

norm 

Negative 

500 H 
16-20 A 

<1 
1-2 
FEW A 

SLIGHT 
NONE SEEN 
WITH CLUMPING 


Normal:clrls-Dk.Yel 
Normal: Clear 
Normal: 0-25 
Normal: Negative 
Normal: 0-5 
Normal:1.003-1.029 
Normal: 0-5 

5.0 - 7.0 

Normal: 0-20 
Normal: 0-1 
Normal: Negative 
Normal: 0-10 
Normal: 0-5 
Normal: 0-2 
Normal: 0-5 
Normal:None Seen 


MICROBIOLOGY 

--ORDERED-- --COLLft 

6/05/16 2130 6/05/16 

MLM LJH 


ICTED-- --REC'D— 

2115 6/05/16 2120 

MLM 


--RESULTED-- 
6/08/16 1214 
JLK 


URINE CULTURE 


-Antimicro#); 

Specimen Number 
Specimen Source 
Ward of Isolation 
Requesting Physici 


MICROBIOLOGY REPORT 
dal Susceptibility and Organism Identification Report 


--VERIFIED- 

6/08/16 1214 

JLK 


FINAL 


19478 
CLEAN VOID URINE 
EMERGENCY DEPT. 

*n : MASSIMILIA, JOHN 


Requested 

Collected 

Received 


06/05/16 

06/05/16 

06/05/16 


21:15 

21:20 


Patient/Specimen Tests and Comments 


Specimen Comments 


CULTURE RESULTS: 
NO GROWTH 60 HR 


Tech : _ 

r t Date 


/ / 


Sourbe : CLEAN VOID URINE 
Collected : 06/05/16 21:15 


ID # : 01446996 


PRINT: 10/18/16 15:55 KRAMER MADELINE H 

LEGEND: L-Low, H-High, C-Critical, A-Abnormal, *E-Error 


FINAL 


058 Page: 1 CONTINUED 



















PRINT DATE: 10/18/16 058 
Medical Director: 

Dr. Elizabeth Bauer-Marsh 
TIME: 15:55 


PERRY MEMORIAL HOSPITAL PAGE 2 
530 Park Ave. East CLIA # 14D0431087 
Princeton, Illinois 61356 

LABORATORY — COMPARATIVE REPORT 


ACCTS: 
ROOM.: 


KRAMER MADELINE H 
01446996 

EDI06 DISCH 06/05/16 


- NO PENDING ORCERS 


ADMIT: 06/05/16 


MICROBIOLOGY 


SEX.: F ATTENDING: MASSIMILIAN JOHN A 

AGE.: 3 Y SECOND...: NO DOCTOR 

DOB.: 01/20/2013 PRIM CARE.: 

PAT. PHONE: 8158767479 

MRS.: 778905 


PRINT: 10/18/16 15:55 KRAMER 


MADELINE H 

LEGE!ID: L-Low, H-High, C-Critical, A-Abnormal, *E-Error 


058 Page: 2 LAST 












PERRY MEMORIAL HOSPITAL 

530 P^rk Avenue East, Princeton, Illinois 61356 *** Phone: 815/875-2811 

ED DISCHARGE INSTRUCTIONS REPORT v2 
Physician: 

Patient Nailne: KRAMER MADELINE H Patient Birthdate: 01/20/2013 
Patient MR#: 778905 Account#: 01446996 Visit Date: 06/05/2016 


Final Diagnosis 

No documentation for this section 

Discharge Instructions 
ED Discharge Instructions 
Follow-up With Your Doctor After 
Follow-up Appointments: Dr OF 
Patient Signature: Sign and date thji 
and plan of care. 


Treatments and Procedures 

Procedures / Tests Performed In ^R: Lab test 
Instructions: 

The culture that was done today will not ha 


Home Medications 

No documentation for this section 

Home Medication 

n outine Home Medication Change 
jdications: You were given the fql 
NONE 



48 hours 
HOICE 

s document if you have received and understand your discharge instructions 


Rash 

Medications: None Reported 
Disposition: Discharge to Home, F 
our Diagnosis Is: Other rash poss 
Disposition: Discharge to Home 
Your Diagnosis Is: Other rash poss 
Activity: Other get culture results 2 
Routine Home Medication Chang^ 

Follow-up With Your Doctor After 
Diagnosis Specific Education: Diag 
Activity: Other get culture results 2 
Routine Home Medication Chang 
Diet Restrictions: Resume your usv 
Diet Order: Regular 

Medications: You were given the fo llowing medications to take home with you NONE, Prescriptions given 
NONE 


qllow-Up with PMD 
ble uti 


ble uti 

days with your dr- may need antibiotic 
: No 

: 48 hours 

nosis related handout given 
days with your dr- may need antibiotic 
: No, No 
al diet 


' e an immediate report available If there is a change in your treatment, you will be notified. 


: No, No 

lowing medications to take home with you NONE, Prescriptions given 
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530 P irk 


Patient Nai 
Patient 


me 


MR# 


Discharge Medications 

No documentation for this section. 

Follow-Up / Referral 

Follow-up With Your Doctor After 
Follow-up Appointments: Dr OF Cl 
Patient Signature: Sign and date thjs 
and plan of care. 


: 48 hours 
HOICE 

document if you have received and understand your discharge instructions 


Wound / Incision Care 

No documentation for this section. 

Interventions 

ain/Fever: OVER THE COUNTEF 
PACKAGES FOR DOSES/FREQUE 
Fever Over 101 F / 38 C: Don't ove 


Education 

Education Given to Patient: Patient 
Instructions: 

-REST 

-PUSH FLUIDS 
-GOOD HAND HYGIENE 
-SEE YOUR DOCTOR OR RETURN TO E 
-TAKE MEDICATION AS PRESCRIBED 
-DISCHARGE TIMEOUT PERFORMED 
-ANY ABNORMAL VITAL SIGNS REPOR 
-EDUCATION REGARDING DIAGNOSIS 
UNDERSTANDING EDUCATION INFORI 


Education Documents 

Acute Rash 
Diaper Rash 
Urinary Tract Infection in Children 

Resources 

No documentation for this section. 



PERRY MEMORIAL HOSPITAL 
< Avenue East, Princeton, Illinois 61356 *** Phone: 815/875-2811 

ED DISCHARGE INSTRUCTIONS REPORT v2 
Physician: 

: KRAMER MADELINE H Patient Birthdate: 01/20/2013 
778905 Account#: 01446996 Visit Date: 06/05/2016 


. TYLENOL OR MOTRIN AS NEEDED-SEE OVER THE COUNTER 
NCIES 

rdress child or use heavy cover 


s responsibilities 


MERGENCY DEPARTMENT FOR NEW OR WORSENING SYMPTOMS 


TED TO PHYSICIAN AND RECONCILED PRIOR TO DISCHARGE 

GIVEN AND REVIEWED WITH PATIENT/FAMILY. PATIENT/FAMILY STATE 
NATION GIVEN. Alt 
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530 Pi 


Patient Na 
Patient 


;ne 


MR# 


Chief Complaint and Reas 

RASH 


Allergies 

KATHERINE A LONG 

No Known Drug Allergies: Normal 

History Present Illness 

Rash 

HANNA LYNETTE .1 06/05/2016 20:33 

Means of Arrival: Automobile, On 


'oot, ACCOMPANIED BY MOTHER 


AIM. 


MASSIMILIAN JOHN A 06/05/2016 20:34 

hief Complaint: Rash 
Means of Arrival: On Foot 
History Reported By: Mother 
Note: 

mother just noticied assymptomattic groin rafc 
urinary sx. No fever chills or any complaints 

MASSIMILIAN JOHN A 06/05/2016 21:00 

History/Exam Limitations: None Reported 
Brief Description: 

MOTHER PICKED CHILD UP AFTER SPI 
MOTHER STATES "ITS RED AND INFL. 
MOTHER UNWILLING TO ALLOW NUR$ 

CHILD IS ALERT AND ACTIVE 
NO DISTRESS 
RESPIRATIONS EASY 
NO COMPLAINTS 
Note: 

mother then reports pt has had several groin 
bum/ groin sore sx ??? 

Health History 

Social History 

Never smoker 

eview of Systems 

MASSIMILIAN JOHN A 06/05/2016 21:00 

Constitutional: None Reported 



PERRY MEMORIAL HOSPITAL 
irk Avenue East, Princeton, Illinois 61356 *** Phone: 815/875-2811 

ED PHYSICIAN REPORT 

Physician: John A Massimilian, DO 
: KRAMER MADELINE H Patient Birthdate: 01/20/2013 
,Ji : 778905 Account#: 01446996 Visit Date: 06/05/2016 


ion for Visit 


Active 


b tonight when pt returned from 4 days with father- NO SX, no meds or known trauma or 
irom cnild. 


NDING 4 DAY VISITATION WITH DAD 
MED DOWN THERE" 

E "TO EXAMINE HER DOWN THERE" 


yeast/ ? unne infections down there in the past- she is very uncertain. Pt may have had 


l urine 
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530 Pa 


Patient 
Patient 


ED PHYSICIAN REPORT 
Physician: John A Massimilian, DO 
e: KRAMER MADELINE H Patient Birthdate: 01/20/2013 
fylR#: 778905 Account#: 01446996 Visit Date: 06/05/2016 


Nam 


Respiratory: None Reported 
Gastrointestinal: None Reported 
Genitourinary: 

Symptoms include: irritation/rash 
Musculoskeletal: None Reported 
Skin/Breast: 

Symptoms include: Rash 
Hematologic/Lymphatic: None Reported 
Allergic/Immunologic: None Reported 

Medication(s) 

No documentation for this section. 

hysical Exam 

Constitutional 

MASSIMILIAN JOHN A 06/05/2016 21:00 

Appearance Common Findings: Allert, Well Appearing, NAD 


Thorax and Lungs 

MASSIMILIAN JOHN A 06 05/2016 21:00 

Chest Exam Common Findings: Ch 

Cardiovascular 

MASSIMILIAN JOHN A 06 05/2016 21.00 

Cardiac Exam Common Findings: 

Rate 


Abdomen 

MASSIMILIAN JOHN A 06/05/2016 21:00 

Abdomen Exam Common Findings 

Non-Distended 

Genitourinary 

MASSIMILIAN JOHN A 06/05/2016 21:00 

Note: 

no overt traums or injury- some mucoid mate: 
problems. No worrisome findings at all- some 
significant rash just non focal minor local irri 


- eurologic 

MASSIMILIAN JOHN A 06/05/2016 21.00 

Note: 



PERRY MEMORIAL HOSPITAL 
rk Avenue East, Princeton, Illinois 61356 *** Phone: 815/875-28U 


est Normal Appearance, CTA Bilaterally, Normal Respiratory Rate 


Normal Cardiac Exam (RRR, No M/G/R), Regular Rate and Rhythm, Normal 


Soft, Non-Tender, No Mass, No HSM, Normal Bowel Sounds, Non-Tender, 


rial edges of labia- no signs of acute infection/ discharge/ drainage/ hymen trauma 
vague minor dull red irritation groin labia area, does not look 
lation. 


or 


worrisome traumatic or any 
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PERRY MEMORIAL HOSPITAL 

530 Park Avenue East, Princeton, Illinois 61356 *** Phone: 815/875-2811 

ED PHYSICIAN REPORT 
Physician: John A Massimilian, DO 

Patient Najne: KRAMER MADELINE H Patient Birthdate: 01/20/2013 
Patient 77890S Account #: 01446996 Visit Date: 06/05/2016 


alert, nl neoro for age, MAE. happy smiling 

Order Results 
LABORATORY 


CULTURE/SENS: IF INDICATE^ Collect:06/05/2016 21:15 
Color It yellow Collect:06/05/2016 
Clarity clear Collect:06/05/2016 21 
Glucose norm Collect:06/05/2016 2 



playful w mom. 


21:15 

15 

:15 

:15 


Bilirubin neg Collect:06/05/2016 21 
Ketones neg Collect:06/05/2016 21:15 
Sp.Gravity 1.010 Collect:06/05/2016 21:15 
Blood neg Collect:06/05/2016 21:15 
H 7.0 Collect:06/05/2016 21:15 L= 5.0 H=7.0 
rotein Negative Collect:06/05/2016 21:15 
Urobilinogen norm Collect:06/05/2016 21:15 
Nitrite Negative Collect:06/05/2016 21:15 
Leukocytes 500 Collect:06/05/2016 21:15 
Wbc 16-20 Collect:06/05/2016 21:15 
Rbc <1 Collect:06/05/2016 21:15 
Epithelial 1-2 Collect:06/05/2016 21:15 
Bacteria FEW Collect:06/05/2016 21:15 
Mucous SLIGHT Collect:06/05/201 5 21:15 
Crystals Type NONE SEEN Collec :06/05/2016 21:15 

Assessment 

No documentation for this section. 

Plan 
Rash 

MASSIMILIAN JOHN A 06/05 2016 21:43 

Medications: None Reported 
Disposition: Discharge to Home, Fo 
Your Diagnosis Is: Other rash possi 

ED Procedures 


documentation for this section. 

Problems 


low-Up with PMD 
uti 


ible 
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530 Pi 


Patient Na: 
Patient 


ime 


MR# 


No documentation for this section 


Electronically Signed By: John A Massiimilian, DO 06/05/2016 22:05:40 



PERRY MEMORIAL HOSPITAL 
rk Avenue East, Princeton, Illinois 61356 *** Phone: 815/875-2811 

ED PHYSICIAN REPORT 
Physician: John A Massimilian, DO 
: KRAMER MADELINE H Patient Birthdate: 01/20/2013 
778905 Account#: 01446996 Visit Date: 06/05/2016 








PERRY MEMORIAL HOSPITAL 

530 Park Avenue East, Princeton, Illinois 61356 *** Phone: 815/875-2811 

ED SUMMARY REPORT 
Physician: 

Patient Naijie: KRAMER MADELINE H Patient Birthdate: 01/20/2013 
Patient N1R#: 778905 Account #: 01446996 Visit Date: 06/05/2016 


tl.JH. RN) 06/05/2016 22:00 

Pain Scale 0 

^rder Results 
LABORATORY 

0(> 05 2016 21:15 

CULTURE/SENS: IF INDICATED 



Chief Complaint and Reason for Visit 

RASH 

Allergies 

KATHERINE A LONG 

No Known Drug Allergies: Normal Active 

Health History 

No documentation for this section. 

Medication(s) 

o documentation for this section. 

Vital Signs 

Vital Signs/Height/Weight/02 Therapy 

(IJII. RN)06 05 201620:33 ' 

Pain Scale 0 
Pain Scale 0 

(JMR. CNA) 0605/2016 20:40 

Weight T 76 - lbs 79.83 kg 79832.3 g foated - - Amended by (JMR. CNA) at 06/05/2016 20:52 
BMI 29.29 - Amended by (JMR, CNA) 

BSA 1 .91 -- Amended by (JMR, CNA) at 
Height 65.00 inchcs - 165.1 cm - Amei 
Weight 31 lbs 14.06 kg 14061.4 g FI 
Temperature 97.7 F 36.5 C Oral 

Respiration F6- - Amended by (JMR, C|4A) at 06/05 2016 20:51 

Respiration 24 

Pulse 6 0 Radial - Amended by (JMR, C 
Pulse 130 Radial 
02 Sat 96 % 

Method Room Air 21% 

Blood Pressure 1 22/70 Sitting Righ t 


uled by (JMR. CNA) at 
oor Scale 


NA) at 06/05/2016 20:51 


Arm- - Amended by (JMR. CNA) at 06 05/2016 20:51 


Collect:06/05/2016 21:15 


Page 1 of 8 













530 Park 


Patient Na 
Patient 


ED SUMMARY REPORT 
Physician: 

ime. KRAMER MADELINE H Patient Birthdate: 01/20/2013 
MR#: 778905 Account #: 01446996 Visit Date: 06/05/2016 ~ 


:15 

:15 

21:15 

06/05/2016 21:15 


Color It yellow Collect:06/05/2016 21:15 
Clarity clear Collect:06/05/2016 21 15 ' 

Glucose norm Collect:06/05/2016 21:15 
Bilirubin neg Collect:06/05/2016 2|:15 
Ketones neg Collect:06/05/2016 21:15 
Sp.Gravity 1.010 Collect:06/05/201621*15 
Blood neg Collect:06/05/2016 21:15 
pH 7.0 Collect:06/05/2016 21:15 L=5.0 H=7.0 
Protein Negative Collect:06/05/2016 21:15 
Urobilinogen norm Collect:06/05/2(06 21:15 
Nitrite Negative Collect:06/05/2016 21:15 
Leukocytes 500 Collect:06/05/2016 (21 *15 
Wbc 16-20 Collect:06/05/2016 21:1 
^bc <1 Collect:06/05/2016 21:15 
epithelial 1-2 Collect:06/05/2016 21 
Bacteria FEW Collect:06/05/2016 2 
Mucous SLIGHT Collect:06/05/2016 
Crystals Type NONE SEEN Collect 

Orders Nursing 

No documentation for this section. 

Documentation 

MASSIMILIAN JOHN A 06/05/2016 21:43 

Medications: None Reported 
Disposition: Discharge to Home, FoL 
Your Diagnosis Is: Other rash possibl 

HANNA LYNETTE J 06 05/2016 20:33 

Means of Arrival: Automobile, On F 
General: Bed in low position, Call lit 
NEXT TO CHILD ON CART 
Disposition: To room 106 
ED Arrival Date/Time: 06/05/2016 . 

Triage Date/Time: 06/05/2016 20:34 
Time Physician Notified: 20:34 
Time Physician Arrived to ED: 19:0b 
This A Trauma Case: No 
.tress: NAD 

Triage Level: 5 - Non-urgent 
Date of Symptom Onset: 06/05/2016 



PERRY MEMORIAL HOSPITAL 
1 Avcnue Eas <- Princeton, Illinois 61356 *** Phone: 815/875-2811 


ow-Up with PMD 
e uti 

oot, ACCOMPANIED BY MOTHER 

ht in reach, Head of bed elevated, Side rails up x 1, MOTHER SITTING 


^ 0:32:00 
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530 Pa 


Patient Na 
Patient 


ED SUMMARY REPORT 
Physician: 

ijne: KRAMER MADELINE H Patient Birthdate: 01/20/2013 
MR#: 778905 Account#: 01446996 Visit Date: 06/05/2016 


Brief Description: 

MOTHER PICKED CHILD UP AFTER SP 
MOTHER STATES "ITS RED AND INFL 
MOTHER UNWILLING TO ALLOW Nllfc. 

CHILD IS ALERT AND ACTIVE 
NO DISTRESS 
RESPIRATIONS EASY 
NO COMPLAINTS 
Are You on Hospice: No 
Work Relatedness: Not Work Relat 
Treatment Prior to Arrival: None 
Means of Arrival: Automobile, On 
GCS Assessment: Yes 
Eyes: 4 - Open spontaneously 
erbal: 5 - Oriented 
Motor: 6 - Obeys commands for mo 
Total Score: 15 

Pain Scale(s) Utilized: Pain Scale (0 
Pain Scale (0-10): 0 - No Pain 
Pain Location: No pain indicated 
Clinical Observation of Pain: Rela> 
Primary Care Provider: Denies 
Appearance Common Findings: 

History Reported By: Mother 
Preferred Language for Healthcare 
Interpreter Called: No 
Symptoms: None Reported 
Airway: Widely Patent 
Respiratory Rate: Normal Respiratory Rate 
Symptoms: None Reported 
Symptoms: None Reported 
Symptoms: 

Include: "RED, INFLAMMED" PER 
Do not include: Nocturia, Urinary Freq 
Hesitancy, Urinary Intermittency, Stra. 
Urgency, Enuresis, Urinary Incontineji 
Pain, Nausea, Vomiting, Irritability, 
Musculoskeletal: None Reported 
ssessments Performed: None 
Symptoms: 

Include: Skin Erythema 


ENDING 4 DAY VISITATION WITH DAD 
'LMMED DOWN THERE" 

SE "TO EXAMINE HER DOWN THERE" 



PERRY MEMORIAL HOSPITAL 
irk Avenue East, Princeton, Illinois 61356 *** Phone: 815/875-2811 


ed 

’oot, ACCOMPANIED BY MOTHER 

/ement 

- 10 ) 

ed, calm expression 

e Appropriate Behavior, Alert, Well Appearing, NAD 
English 


NEAL AREA 

[uency, Daytime Urinary Frequency, Weak Urinary Stream, Urinary 
lining to Void, Incomplete Bladder Emptying, Postvoid Dribbling, Urinary 
ice, Dysuria, Hematuria, Foul Smelling Urine, Fever, Flank Pain, Abdominal 
L ethargy, Constipation 
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PERRY MEMORIAL HOSPITAL 

530 P^rk Avenue East, Princeton, Illinois 61356 *** Phone: 815/875-2811 

ED SUMMARY REPORT 
Physician: 

Patient Naihe: KRAMER MADELINE H Patient Birthdate: 01/20/2013 
Patient MR#: 778905 Account #: 01446996 Visit Date: 06/05/2016 


Ohn 


Wit 


Do not include: Dry Skin, Excoriatic 
Warmth, Skin Drainage 

Skin Exam Common Findings: N 
Skin Color: Normal 
Skin Temperature/Moisture: Warn 
Pain Scale (0-10): 0 - No Pain 
Pain Scale (0-10): 0 - No Pain 
Note: 

RN ASSESSMENT IN TRIAGE 
BRIEF VERBAL COMMUNICATION 
MOTHER IS UNSURE "IF I REALLY WA 
DR MASS EXPLAINED TO MOTHER TE 
AT PERINEAL AREA 
-PATIENT TRIAGED TO ROOM 6 
additional Pain Scales: POSS 
1-POSS Scale: 1= Awake and alert 
Clinical Observation of Pain: Relax 
Pain Location: No pain indicated 
Neurological: None Reported 
Level of Consciousness: Alert, Awa c. 
Orientation: Oriented to Person/Platje, 
Infection Risk Screen: Yes 
Potential of Ebola Virus Disease Ej 
P t Traveled Outside US Within 10 
Negative Isolation: Yes 
Isolation Precautions: N/A 
Advance Directives: 

Do not include: Living Will, Durable 
Religious Preference: Unknown 
Identified Barriers: Able to learn ne 
Method of Learning Preferred by Fi 
Method Instructions Were Provided 
Persons Involved: Parent, Mother 
Education Outcome: Actively parti 
Patient Verbalizes Understanding . 
Immunization Status: Up to Date, IV 
AGE 

buse History Screen: Yes 
omestic Violence Screen: No needs 
Neglect: Yes, describe MOTHER CO 
INFLAMMED" AFTER HAVING A 


ns, Fine Scales, Fissures, Skin Pain, Pruritus, Anxiety, Fever, Swelling, Chills, 
al Color, No Rash/Suspicious Lesion 
and Dry 



H MOTHER 

NT HER EXAMINED DOWN THERE" 

AT THERE WAS NO WAY TO DETERMINE TYPE OF RASH WITH OUT LOOKING 


ed, calm expression 


:e, Interactive 
:/Time 


posure: No known exposure 
Days : No 


POA for Health Care, Advance Directives on File 

w info, Other: MOTHER 

atient: Written/printed material, MOTHER 

': Written/printed material, MOTHER 


cfpated, MOTHER 
d Agrees: MOTHER 
OTHER STATES ALL IMMUNIZATIONS ARE UP TO DATE TO THIS 


an 


identified 

NCERNED THAT CHILD'S PERINEAL AREA IS "RED AND 
4 DAY VISITATION WITH HER FATHER 
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PERRY MEMORIAL HOSPITAL 

530 Park Avenue East, Princeton, Illinois 61356 *** Phone: 815/875-2811 

ED SUMMARY REPORT 
Physician: 

Patient Nan|ie: KRAMER MADELINE H Patient Birthdate: 01/20/2013 
Patient MR#: 778905 Account#: 01446996 Visit Date: 06/05/2016 



ED 


ras 


Cultural Concerns: None, Yes, 
TREATMENT 
Sepsis Screen: Yes 
Actual or Suspected Infection: Nor 
SEPSIS: CRITERIA NOT MET; no 
Time Zero - Screening Outcome: 
Setting or Context of Time Zero: 
Complaint Suggestive of New Infet 
Identified Barriers: Able to learn r 
Method of Learning Preferred by 
Method Instructions Were Provide 
Persons Involved: Parent, Mother 
Education Outcome: Actively parti 
'atient Verbalizes Understanding 

i A SSI Ml LI AN JOHN A 06/05/2016 20:34 

Chief Complaint: Rash 
Means of Arrival: On Foot 
History Reported By: Mother 
Note: 

mother just noticied assymptomattic groin 
urinary sx. No fever chills or any complaints 

Means of Arrival: On Foot 

HANNA LYNETTE J 06/05/2016 20:50 

Note: 

PHYSICAL EXAM PER DR MASS WITH 
PERINEAL AREA (BETWEEN LABIA Ab 
HYMEN INTACT 

M A S SIMI LI A N JO H N A 06/0 5/2016 21:00 

History/Exam Limitations: None 
Brief Description: 

MOTHER PICKED CHILD UP AFTER SPL 
MOTHER STATES "ITS RED AND INFL 
MOTHER UNWILLING TO ALLOW NUr|> 
CHILD IS ALERT AND ACTIVE 
NO DISTRESS 
RESPIRATIONS EASY 
NO COMPLAINTS 
Note: 

-mother then reports pt has had several groin 
m/ groin sore sx ??? 

Constitutional: None Reported 
Respiratory: None Reported 


describe NO RELIGIOUS OR CULTURAL PRACTICES THAT MAY AFFECT 


actual or suspected infection 
S|EPSIS criteria met 
triage 

tion: No 

w info, Other: MOTHER 
atient: Written/printed material, MOTHER 
d: Written/printed material, MOTHER 

icipated, MOTHER 
and Agrees: MOTHER 


5h tonight when pt returned from 4 days with father- NO SX, no meds or known trauma or 
from child. 


IN PRESENT 

D AROUND VAGINAL ENTERANCE) REDDENED. NO VAGINAL DRAINAGE. 


Reported 


NDING 4 DAY VISITATION WITH DAD 
MED DOWN THERE" 

E "TO EXAMINE HER DOWN THERE” 


AM 


yeast/ ? urine infections down there in the past- she is very uncertain. Pt may have had uri 


urine 
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530 Park 


Patient Na 
Patient 


ED SUMMARY REPORT 
Physician: 

ne: KRAMER MADELINE H Patient Birthdate: 01/20/2013 
vlR#: 778905 Account #: 01446996 Visit Date: 06/05/2016 


Gastrointestinal: None Reported 
Genitourinary: 

Symptoms include: irritation/rash 
Musculoskeletal: None Reported 
Skin/Breast: 

Symptoms include: Rash 

Hematologic/Lymphatic: None Rek 
Allergic/Immunologic: None Repo t 
Appearance Common Findings: A1 
Chest Exam Common Findings: Ch 
Cardiac Exam Common Findings: 
Rate 

Abdomen Exam Common Findings 

Non-Distended 
Note: 


no overt traums or injury- some mucoid ma 
problems. No worrisome findings at all- som 
significant rash just non focal minor local i 

Note: 

alert, nl neoro for age, MAE. happy smiling p 

HANNA LYNE1TE .106/05/2016 21:00 

Note: 

APPLE JUICE ORALLY 
MOTHER INSTRUCTED ON CLEAN 

HANNA LYNETTE J 06 05 2016 21:15 

Note: 

URINE SAMPLE OBTAINED AND SENT 

MASSIMIL1AN JOHN A 06/05 201 (1 21:33 


Initial Impression: Rash, Uncertain ptiology 
Current Condition: Mild 
ED Testing: ua 
Medications: None Reported 
Treatment Response: Improved Condition 

HANNA LYN ETTE J 06 05. 2016 21:40 

Note: 

MOTHER UPDATED THAT URINALYSIS 
DR MASS NOTIFIED UA RESULTS ARE 

M A SSI Ml LI AN JOHN A 06/05/2016 21:44 

Follow-up With Your Doctor After 
^position: Discharge to Home 
i our Diagnosis Is: Other rash possitl 
Activity: Other get culture results 2 



PERRY MEMORIAL HOSPITAL 
1 Avenue East, Princeton, Illinois 61356 *** Phone: 815/875-2811 


'orted 

;ed 

lert, Well Appearing, NAD 

est Normal Appearance, CTA Bilaterally, Normal Respiratory Rate 
Normal Cardiac Exam (RRR, No M/G/R), Regular Rate and Rhythm, Normal 


:: Soft, Non-Tender, No Mass, No HSM, Normal Bowel Sounds, Non-Tender, 


lenal edges of labia- no signs of acute infection/ discharge/ drainage/ hymen trauma or 

nt\e vague minor dull red irritation groin labia area, does not look worrisome traumatic or anv 
tatiori. 


ilayful w mom. 


CATCH URINE SAMPLE PROCEDURE 


TO LAB 


RESULTS ARE COMPLETE 
COMPLETE 

48 hours 


e uti 

with your dr- may need antibiotic 


cays 
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PERRY MEMORIAL HOSPITAL 

530 Psrk Avenue East, Princeton, Illinois 61356 *** Phone: 815/875-2811 

ED SUMMARY REPORT 
Physician: 

Patient Naijie: KRAMER MADELINE H Patient Birthdate: 01/20/2013 
Patient MR#: 778905 Account #: 01446996 Visit Date: 06/05/2016 


Routine Home Medication Change 
Follow-up With Your Doctor After 
Diagnosis Specific Education: Diag 
Activity: Other get culture results 2 
Routine Home Medication Change 

HANNA LYNETTE .1 06 05 2016 21:35 

Note: 

RE-EXAM DR MASS 

HANNA LYNETTE J 06/05/2016 21:53 

Follow-up Appointments: Dr OF CHOICE 
Patient Signature: Sign and date 
and plan of care. 

Pain/Fever: OVER THE COUNTER 
PACKAGES FOR DOSES/FREQUE 
3ver Over 101 F / 38 C: Don't ove 
Education Given to Patient: Patien 
Instructions: 

-REST 

-PUSH FLUIDS 
-GOOD HAND HYGIENE 
-SEE YOUR DOCTOR OR RETURN TO E 
-TAKE MEDICATION AS PRESCRIBED 
-DISCHARGE TIMEOUT PERFORMED 
-ANY ABNORMAL VITAL SIGNS REPofe. 
-EDUCATION REGARDING DIAGNOSIS 
UNDERSTANDING EDUCATION INFORM 
Diet Restrictions: Resume your usual 
Diet Order: Regular 
Medications: You were given the fo 
NONE 

Procedures / Tests Performed In E 
Instructions: 

The culture that was done today will not hav 

HANNA LYNETTE J 06/05/2016 22:00 


: No 

: 48 hours 

nosis related handout given 

lays with your dr- may need antibiotic 

: No, No 


Disposition: Discharged 
Critical Care Time: Not Applicable 
Pain Scale (0-10): 0 - No Pain 
Pain Location: No pain indicated 
finical Observation of Pain: Relate 
.scharged To: Home 
Discharged Via: Ambulatory, Privat 
Instructions Given to: Parent, mothi 



this document if you have received and understand your discharge instructions 

TYLENOL OR MOTRIN AS NEEDED-SEE OVER THE COUNTER 
NCIES 

dress child or use heavy cover 
's responsibilities 


MERGENCY DEPARTMENT FOR NEW OR WORSENING SYMPTOMS 


TED TO PHYSICIAN AND RECONCILED PRIOR TO DISCHARGE 
GIVEiN AND REVIEWED WITH PATIENT/FAMILY. PATIENT/FAMILY STATE 
ATION GIVEN, 
diet 


lowing medications to take home with you NONE, Prescriptions given 
Lab test 

an immediate report available. If there is a change in your treatment, you will be notified. 


:d, calm expression 
auto 
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PERRY MEMORIAL HOSPITAL 

530 Piark Avenue East, Princeton, Illinois 61356 *** Phone: 815/875-2811 

ED SUMMARY REPORT 
Physician: 

Patient Nane: KRAMER MADELINE H Patient Birthdate: 01/20/2013 
Patient MR#: 778905 Account #: 01446996 Visit Date: 06/05/2016 



Verbalizes Understanding Instructions: Yes, MOTHER 
Prescriptions: N/A 
Accompanied by: Parent, mother 
Car Seat for Child: Car seat requir 
Date/Time of Discharge: 06/05/20 
Pain Scale (0-10): 0 - No Pain 
Clinical Observation of Pain: Rel 
Pain Location: No pain indicated 

MASSIMILIAN JOHN A 06/05/2016 22:03 

Note: 

UA abnormal- suspect contamination will c 


ed - child is less than 8 years old / less than 4 ft 9 in 
22:00 

axed, calm expression 


.ilture and refer for follow up- IF POS mom understands will need AB RX 
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[PERINEUM RED 


Triage Nurse: (Kathy m. , rn~~." 

Accompanied by: [parent 


EMS Service: f 


6 kg 8164.7 g 26 


Height & Weight 

Height & Weight 
Vital Signs 


.. — WWimWW m mm m m m m m m m mm 

jAcct#: (01333591 m R [778905 
jPATIENT: [KRAMER MADELINE H 


Triage Date: [i l l 82013 Triage Time 
Time to Waiting [~~ Mode of Arriva 

□ LWBS 

□ MVC □ Pre-Hospital Care: 


Triage Notes 


AGE: 1 9M DOB: [ 01202013 D ATE: [ni8l7 AdvDir |n 

Admit Phys [cernovich Second Phys: [no doctor 


3aHH3iflSfiSSaa gara7flg ,yMaS3B53 ra - 

* 

Triage location: [Room 2 


Critical Care Start Time 



NOTES: 


MOTHER GIVES HX OF CHILD'S FA f 
CHANGED THE BABY'S DIAPER TODA 
PERINEUM IS RED. NO BLEEDING 


HER WATCHING THE CHILD ’ 
Y, PERINEUM RED. MOTHER 
ttOTED. 


YESTERDAY AND WHEN THE MOTHER 
CONCERNED AND WANTS CHILD SEEN. 


□ MORE Notes 


□ Oriented x3 

□ Confused/Disoriented 


0 Warm 
0Dry 
0Pink 
□ Normal 



Skin 

QH Cool DHot 
Moist □ Dusky 
□ Pale □ Flushed 
fqr race 


_ Respirations 

0 Unlabored □ Labored 

□ Cough □ Dyspnea 

□ 02 in use @ | L/NC 


Psychosocial 

□ Calm □ Cooperative 

□ Anxious □ Tearful 

□ Support given 















































































































Prtmtd: 
11/16/2013 07.5$ 

Time/Oa* S«en 
(If Different): 


0 6' 6” 4 

Mode of 
Arrival; 

□ EMS 

□ Other 



instructions* 


Vital Signs; 
Pulse Ox; 


Pediatric Illness 


j'irclp po.^||*,w -* 


<STOftY; 

CHIEF COMPLAINT: 


HX fr gflLP a lletfllriobUinabla 
HXfrom: Patient Family/Caretaker 

. month / year old male 

-k- 


CHIEF COMPLAIN t- </* ' ^'Cww*^ Interpreter Medical Record LMP:_^ 

r“ 0N <s:>s ' 11 ^ ««“'« wZ Sto A —' ^ jz 

SEVERITY Max Temn c, r* ,, , ' 8 --?*>-$ec Min Houn} Da ys Weeks 


SEVERITY 
LOCATION 
CHARACTER 
AGGRAVATING 
ALLEVIATING 
ASSOCIATED 
SIGNS AND 
SYMPTOMS 

RELATED HX 


I Epis 

Max Temp._ F / C 

Associated Pain: N 6r^~Z n 
Sharp Dull 

Position Movement 


diffuse 
Aching 
deeding 



Antipyretics Bronchodiiators 
Negative Fever 

Nasal Conges|ion 
l Oral Intake 
Similar Episode / Dx as: ___ 
Recent Tick Bite / Exposure 


Negative A9^Jj3iao/Neonate Prematurity Positive Maternal Grour, r c.,*,, n. i. , n ■ 

Agef 3 Mo: Unimmunized Sickle Cell Disease / Immune nL.™ & PartUm Materna ' A " ,ibio,ics 


jfTA - 'vicu«rnai ^roup b strep 

AgeT 3 Mo: Unrmmunized Sickle Cell Disease / immune Defioency 

~ Prl0f UTI - Female ^ i Years -Male j 6 Monlhs or Uncircumcised Antib iotics / HSV 


Constitutional Negative 


Eyes 
T 


Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 
Negative 

AH other systems reviewed and neg 

| U»el> 2.3- 1 Syalwn ImM: 2Sytl»mt~ 


Pertinent Positives 

Decreased Activity 


Respiratory 

Gl 

GU 

MS 

Skin 

Neuro 

Psych 


Fever Chills 
Discharge Redness 
Ear / Mouth / Thrg^tPain 
Rapid Heart Rate 


Cough 
Vomiting 
Dysuria 

Extremity Disuse 
Rash Cyanosis 

Lethargy Irritability 

Abnormal Interaction 


P^STMEO.CAt HISTORY^ Pro<jously Heal ^ 
Birth History 


Immunizations 
ENT 

Respiratory 
Gl / GU 

Chronic Illness 
Surgical Histor 

FAMILY HISTORY! 

Asthma 
Seizures . 

Other: 


Normal 

Abnormal 

UTD 

Not UTD 

None 

Otitis Media 

None 

Asthma 

None 

GERD 

None 

Seizure Disc 

None 

Ear Tudes 


HIB 


tOCIAL HISTORY: ""._. Nega ^ 

F‘ ^ure to Passive Smoke_ 

ous Exposure __ 

attends Day Care/Schoo! Li' 

Other: __ 



^^mJl^oslerCare/Group Hm 


J except: 8P__ 

^rrialj Hypoxic Not Applicable 


Perry Memorial Hospital 




packs ash 


Pulse 


R Rate 


INDICATORS: * HOI 4 riQR< 


-e. " --% on RoomAir or0 0 (9> [/min 

Rm: NSR Brady Tashy Aflb , Ec.^ ^ p™ PACs 

i BX frOni Pat ierff^JnnhfRinahln An-. 'Ll" _ 


Temp. 


Aftered Mental Status Extremis Unaccompanied" 
interpreter Medical Records LMP: 


y ~- _Sec Min Hours Days Weeks 

zr* 


Throbbing Unable to 

Describe 




OTC Mods Dose/Time: 





Decreased Activity 

Ear / Mouth / Throat Pain 
Abdominai Pain 

Lethargy 

Cough 

Vomiting 

irritability 

Wheozing 

Diarrhea 

Rash 

Difficulty Breathing 
Dysuria 


Nothing 

Nothing 


Cool Extremities 
Wheezhg Difficulty Breathing 
Diarrhea Poor Feeding 
Decreased Urinary Frequency 
Swelling 


Seizures 
w/Parents (specify) 

Otive: Yes No 


lnS«t.HKstoryi 

POP t Managing Ph ysician/a): 


■gefarrge JoJCWCljnlc by; PCP / Telephone Refers / n,w 


Pre vious Visit foi Same Comp laint to ED/clinic/PCP/ln.P a n«„» wuh^ 
12 h9UfT? f Dave Dx/Rx: _ 


Current Antibiotic(s); None 


Acetaminophe n / Ibuprofen rv^ f T ..^ 


. Prematurity 


.LbS / Kg [PMH ( FH / SH: Lev«l «-1 - 3 : 


PneumoCV Pertussis Rotavirus Synagis® 
Pneumonia 


Bronchiolitis / RSV 
UTI 


_»influenzaj ^ccine Within Last 12 Months 
Yes No Unknown _ 


SoizureDjsficjer DM l Sickle Cell Disease Cerebral Palsy 


Splenectomy V-P Shunt indwelling Central Venous Catheter 


013335)91 

KRAMER MADELINE H 
20509 2300 N AVE 
OR CERNOVICH 
DR 


778905 
P 9M 
OHIO 

OR NO DOCTOR 
1/18/13 B/D 01/20/13 


P/T-EMEF 

, 1L 


Revised 12/11 


(C) 2012 ECI PSO. LLC Chart Punted Orv 


11 / 16 / 2 G 13 07 50 



























































































































































































Illllll 


^£18000408 

PHY SICAL EXAMINATIOwT - 

Appearance tCmaT) 


^S§ 


ENT 


NSwpaP" 


a s i 

exam umitei 
Normal Findini 
Well-Appearing 
No Pain Distress 
No Respiratory Distress 


? o 5 s 2 

DUE TO: Uncooperative 
igs: 


.Conjunctiva Cjear 


Neck 


Normal Ears Normal 
Nose Normal 
Mouth Normal / Moist MMs 
Throat Normal 


Normal 


Respiratory 


Normal 


Supple 
Nontender 
No Lymphadeni 


Cardiovascular Normal 


Aiiway Patent 
CTA 

Breath Sounds 
Respiration Nonl 


Gl/GU 


Normal 


RRR 

No Murmur 
Pulses Normal 
■ Brisk Capillary 


Musculoskeletal 


Skin 


Soft / Nontendi r 

No Masses 
Bowel Sounds 

->v No Orpanomeg; 

^onrguJ Strength / ROfJ' 

— No Edema 


JB afiH . 


formal 

Si* 




Neuro 


Psychiatric 


IgT 


Warm & Dry " 
No Rash 
Color Normal 


Normal 


Alert 
_ Muscle Tone Noi 


>rmal 

mily: 


Response to F«, 

__ Age Appropriate 

D J F|P ^fy|MTJAL DI AGNOSES / HQ I / PQRS 

conditions m vy t* warranted ror the presenting P r 

•„ Neonatal Herpes 

Bectetem,, , stontaliti, 

BronctHrs / Bronchiolitis Pneemonl. 

Oastroenleritis Pyelo^phrltle , 

HMi y c. m , a URI / Vrral S»n0,(. 

nin9 ' lS Rocky Mountain 


Other; 


ED PHYSrclAN DIAGNOSES: [ - 


Critical Care Provided: 30-74 min / 75-104 min \ 


SIGNATURE: 1 h * v » «vi*w«l available Ancillary 


DISPOSITION TIME; 

J! 

r SITION DATE. 
|t *ni than above} 



Teaching Phyg.cian -1 performed a history 
pal lent and discussed lha managernerK wi 
Resjdent’g, note end agree whn the finding 
have documented _ (h , lial&) 


Pediatric Illness 


Altered Mental Status 
Abnormal Findings: 

Ill-Appearing: Mild Mod Severe 

Pain Disttess: Mild Mod Severe 
Pesp. Distress: M ild Mod Severe 
Conjunctiva Inf lammed / Discharge 


Perry Memorial Hospital 


Extremis Other 


TM Erythema /Bulging/ Immobile 
Nasal Clear/Purulent Drainage 
Dry MMs / Lesions 

Erythema / Exudate /Enlar ged Tonsils 



Nuchal Rigidity 

Tenderness @_ 

I 2 £athy_ Enlarged Nodes @ 


Equal 

ilabored 


Airway Obstructed / Stndor 

Crackles @ _ _ 

Wheezes @_ 

Breath Sounds ® 
Retractions 


Intact 


Tachycardia Brady :ardia 

Murmur Grade _/U/ Syslolic Diastolic 
Distal Pulses: Weak Absent 
.Delayed Canifipry Rmw 
Tender @ 

Mass @ _ 

Bowel Sounds Hypo TtypeT 
Hepatomegaly / Splenomeg aly 

Limited @ __ " _ 

Edema @ 


■n 


Complaint-Specific Findings 

til Appearance: 

Altered Mental Status 

Anterior Fontanelle: 

Closed Flat Bulging Sunken 
Meningeal Signs: 

Nuchal Rigidity: Yes 

Brudzinski’s Sign: Yes 

Kemig's Sign: Ye S 

Retractions: Nasal Flaring 

Supraclavicular 
Intercostal 
Diaphragmatic 
Grunting Respirations 
Inadequate Effort 

Extremity Disuse @ ___ 

Joint Swelling @ 

Skin Rash 


(fi£> 

& 


Petechial 

Macular 

Vesicular 

Erythema 


Purpunc 

Papular 

Urticarial 

Warmth 


Consideration or the 
are not final diagnoses 


Pale / Diaphoretic 

Rash (specify): _ 

Cyeras/a @ 

Fatigued / Lethargic / Unresponsive 
Muscle Tone 
Response to Far _ 

Decrea sed / C^soiabl^y Inconsolable 


UTI 

>me 

Spotted Fever 


PHY^NOTIPICATION/CONSULTS: !Chart Copy 4 mM* to AWICar* Proves ‘ 

niK»/>IIDn#v^ __ .... 


^REVALUATION: 


love! 1- | System 
Lfivoia 2 - 3: 2 Systems 


Level 

Level 


<. 4 $yatemo| 
S Beyslems 


Time: 


Unchanged Improved Worse VSS 


Pain Scale (0-10) 


Time 


Unchanged Improved Worse VSS 


Discussed cas.j/management/disposition of patient with- 

Name: - at 

Name:____ M 

Admit/Transition Orders Written by ED Provider: 

Reviewed with _ _ 

Admit to. 


Yes / No 


. a.m, / c m . 

a m. / p.m. 


__ Consult Follow-up: 


piaPOSiTIONi^-niSPOSlTIQN DECISION TIME— __ 

Discharge. H^^arent/Guardian School Foster Caro Deceased AMA 
Adm.( ED Obs InPt Unit ICU OR Floor Condition Stable Unstable 
Patient Endorsee To/Discussed With:__ @ a m /om 

Patient Stabilizec Within Hospital's Capabilities/Transferred to " 

Transfer Form Completed 

Disposition Rational*- _ 

Discussed with: Patiert ferity Other 


min 


tner^^lructon, Givan wfPatmm 

4 !____. . . . " " " ^ ■- 


Muralng Si<iff docurrKKitflflon, 
PA / NP / R*giHnn{ 


(Excludes tinw required for other billable procedures) 


MD/DO 


MD/DQ 

i Physical examination of the 
tne Resident / reviewed fh$ 
anrl p'an of care. except 35 | 


Na 


Chart Complex: Yes 

0,333591 u 77 «f 5 9M 

KRAMER MADELINEH Jv 

20539 2300 N AVE OHIO 

DR CERNOVICH ,1yifl/13 B/D 

OR 


p/T-EMEf 

’ lL 

DR NO DOCTOR 
1/18/13 B/D 01/20/13 


It is not ,men^ 

Revised 12/11 (c) 2012 ECI PSO uc 
































































































































































































Perry 
Memorial 
Hospital 

815-875-2811 Extenstion; 4411 



Patient Name [kramer Madeline h 


Admitting Physician: 

jCERNOVICH 

Secondary Physician: [no doct 

OR 






Discharge Instruction/Educatior 

Handout(s) given & reviewed: 






jUl AREK RASH 



1 



' 1- 




I 

□ Written Prescription(s) provided 

Other Instructions: 

r 



' 1 

larmacy 



□ Prescriptions called to: J 



pi 










> 


Patient Discharge Instructions 

MR it [778905 


Medications Received in the ER 


EH Immunizations given 

[none 

I- 

□ more 


Medication 


Time Given 


Drug Information given 

□ 

□ 


Medication Name 


Dose 

Route 




Frequency 


Dispensed 

JNYSTATIN CREAM 

i--- — - 



r .. 

[on Skin 


[apply 

i TO PERINEUM 2 

TIMES A DAY 


1 


I 



r 

r~ . 


1 





1 



0 Take prescribed medication(s) as directed 
Department before continuing the medicat 

I I Do not drive, operate machinery or take 

I I Due to medication you have been given 
operate heavy machinery. 


CAUTION: If you develop a rash, or unusual symptoms, contact your physician or the Emergency 


on. 


alcoholic beverages while taking this medication: | 

ile in the Emergency Department, your alertness may be somewhat impaired for 6 - 8 hours. Do not drive 


whil 


or 


_ 


□ The X-Ray reading today is a preliminary 

□ The culture that was done today will not 


X-RAY AND CULTURE: REPORTS 


report. The radiologist will review the X-Rays. If there is a change, you will be notified, 
e an immediate report available. If there is a change in your treatment, you will be notified. 


havi 






































































MR# | 

NSTRUCTIO 



for follow up care. Tell the office 
it to your doctor. 

care. Tell the office receptionist you were 

, and are not intended to 
receive a 
>u report to 
ments of injury or 
:ated to you. 

Patient Name Jkramer 

Patient Dischar 

Call to arrange an appointn 
receptionist you were seen 

MADELINE H 

ge Instructic 

Patient Acct. # |oi3335 

)ns (continued) 

FOLLOW-UP 1 

778905 

NS 


lent to see Dr. (phi 
in the Emergency R 

sician Access Guide given 

)om. Call sooner if you think necessa ry. Show 

in [l-2 days 1 
this instruction shee 
days for follow up 
o your doctor. 

urgency basis only 
named above) will 
again, and that yc 
zeand treat all ele 
IS BELOW as indie 

You have been referred to Dr. | 

seen in the Emergency Room. Call sooner if yoi 

NOTE: The examination and treatment you h 
be a substitute for or an effort to provide cor 
a copy of your records and all test reports. It 
him/her any new or remaining problems at tf 
illness in a single Emergency Department vis 

in f~ 

i think necessary. Show this instruction sheet t< 

ave received have been rendered on an erne 
nplete medical care. Your follow-up doctor ( 
is important that you let him/her check you 
at time, because it is impossible to recogni; 
it. Meanwhile, FOLLOW THE INSTRUCTION 

_ 

: 

RETURN FOR: 






! 

0 Signs of infection: redness, swelling, inert 

streaks, pus or drainage. 

0 Fever, chills 

□ Increased pain 

□ Changes in walking, vision or speech. 

0 Chest pain 

0 New or worsening symptoms. 

□ Loss or bowel or bladder control. 

■— --—-—— - 

ased pain or warmth, red 

□ 

□ 

□ 

□ 

□ 

Dehydration-dry lips or tongue, decrease in urinatior 
crying. 

Numbness, weakness or tingling in extremities 

Headache. 

Feeling faint or dizziness. 

Shortness of breath or difficulty breathing. 

Nausea, vomiting or diarrhea. 

i, no tears when 

- 

• 

.... 

OTHER SPECIFK 

; INS 

TRUCTIONS 






r 



r 








T 











r 











□ more 










CHANGE DIAPER FREQUENT 

LY 









□ Planning Ahead brochure given to 
Clinical Impression: {diaper rash/derm?; 


|New 


Discharge VS: 

Pain level at time of discharge [o* 

I hereby acknowledge receipt of and underst^ 
information regarding my visit to ER sent to 


□ patient □family □refused 


TITIS 


nd the printed and verbal instructions and give permission to have any lab, x-ray or other pertinent 
npy family/referral doctor. 






















































1 8000408051 


PHYSICAL EXAMINATION: 


\ppearance 


^Qf rnaT ^) 


, EXAM LIMITSI 
Normal Findii 


Em. 


ENT 


NS^aD 


Well-Appearirig 
No Pain Distr*i 
No Respiratory 


Conjunctiva Clear 


Normal Ears Normal 

Nose Normal 
Mourn Normal / Moist MMs 
Throat Norms il 


Neck 


Respiratory 


Normal Supple 

Nontender 

No Lymphadenopathv 


Normal 


Airway Patent 
CTA 


Breath Soun<|: 
Respiration 


is Equal 
Non fa bo red 


Cardiovascular 


Normal 


GJ/GU 


Normal 


RRR 

No Murmur 
Pulses Norm 
Brisk Capillai 


Soft / Nontei 
No Masses 
Bowel Sounc 
No Orqanome( 


3f 

xx-Refill^ 


rider 


Musculoskeletal ^ormaL^ Strength / ROM intact 

No Edema 


Skin 


Normal Jy 


Neuro 


Wornnaf) Alert 


Warm & Dry 
No Rash 
Color Normal 


Muscle Tone Normal 


Psychiatric 


Normal 


Pediatric Illness 


2 0 5 8 2 * 

D DUE TO: Uncooperative Altered Mental Status 
ngs: Abnormal Findings 

Ill-Appearing: Mild Mod Severe 

s$ Pain Distress: Mill Mod Severe 

Distress Resp. Distress: Mitt Mod Severe 


Perry Memorial Hospital 


Extremis Other. 


Conjunctiva Inflammed f Discharge 



TM Erythema / Bulging / Immobile 

Nasal Clear / Purulent Drainage 
Dry MMs / Lesions 

Erythema / Exudate / Enleimd Tonsils 


Nuchal Rigidity 
Tenderness @ . 
Enlarged Nodes @ 


Airway Obstructed / Stridor 

Crackles @ ____ 

Wheezes @. 


Breath Sounds @ 
Retractions 


s Normal 
■gajy 


Tachycardia Bradycardia 

Murmur: Grade _ /VI Systolic Diastolic 

Distal Pulses Weak Absent 
Decayed Capillary R sftll _- ,( 

Bowel Sounds Hypc\ Hyper 
Hepatomegaly / Splenomegaly 


Complaint-Specific Findings 

III Appearance: 

Altered Mental Status; 

Anterior Fontanelle: 

Closed Flat Bulging Sunken 
Meningeal Signs: 

Nuchal Rigidity: Yes 

Brudzinski's Sign: Yes 

Kemig's Sign: Yes 

Retractions: Nasal Flaring 

Supraclavicular 
Intercostal 
Diaphragmatic 
Grunting Respirations 
Inadequate Effort 

Extremity Disuse @___ 

Joint Swelling @_ 


QE> 

t£D 


Skin Rash: 


Limited @ 
Edema @ 


Petechial 

Macular 

Vesicular 

Erythema 


Purpuric 

Papular 

Urticarial 

Warmth 


Pale / Diaphoretic 

Rash (specify): _ 

Cyertos/s @ 


Fatigued / Lethargic / Unresponsive 
Muscle Tone 


Response toj Family: Response to Fan 

Age Appropri ate Decreased ! cfnsotabhfr/ Inconsolable 


Leva! 1 * 1 System 
Levels. 2 - 3 : 2 Systems 


Level 4 . 4 Syatomel 
Lev-el 5 - 6 systems I 


FFERENTIAL DIAGNOSES / HQI / PORsT! Considarahcnof the 

they are not final diagnoses 


IHerpi 


jKowmg conditions may be warranted for the presenting problem 

Acute Otitis Media Neonatal 

Bacteremia Pharyngitis 

Bronchitis / Bronchiolitis Pneumonia 

Gastroenteritis Pyelonephritis 

Hypoglycemia URI / Viral S> 

Meningitis Rocky Mouni 

Other. _ 


RE-EVALUATION: J 

_Unchanged Improved Worse VSS 


06 

f (Stomatitis 


f UTI 
ndromo 

i^ain Spatted Fever 


PH YS> NOiriFI CATlO N/CQNSULTS ; .Chart Copy Av&tl$bfQ to Adda Cara Providers 
Discussed oase/managemcnVdisposition of patient with: 

Name: ;_at_ L M 

at_a.m. / p.n 


ED PHYSICIAN DIAGNOSES; [ 






Pain Scale (0-1 o; 


Time: 


Time: 


Unchanged Improved Worse VSS 


Name: ___ _ 

Admit/Transition Orders Written by ED Provider: Yes / No 

Reviewed w th.___ 

Admit to:Consult Follow-up: 


PlSPOSITI ONU -gii 

; H 


-ISPOSITION DECISION TIME;--- 

Discharge; Ho([n^^Parent/Guardian School Foster Care Deceased AMA 
Admit: ED Obs InPtUnit: ICU OR Floor Condition: Stable Unstable 
Patient Endorsed To/Discussed With: @ a.m. / p.m 

Patient Stabilized Within Hospital's Capabilities/Transferred to: __ 

Transfer Form Completed 
Disposition Rationale: - 
Discussed with: Patient Other. 




Atter-Circ insiructtons Given to & Fottyw-Up Care Discussed w/Palient At Discharge 


Critical Care Provided: 50-74 min / 75-104 min / 


min (Excludes time required for other billable procedures) 


Chart Completed: Yes Nr% 

776905 
F 9M 
OHIO 

'""V " "" dr mo DOCTOR m 

DR CERH0V1CH \]/\&/}$ ® ^ 


SIGNATURE: 


DISPOSITION TIME: 

Iw 

DISPOSITION DATE 
(If different than Above) 


I h«vD reviewed available Anci l*ry I Nursing Staff docun-KKitatJori. 

PA / UP I Resident 


at 


MP/DO 


MD/DO 


Teaching Physician -1 performed 
pal lent and discu JS&d Ihe manage 
Resjdanfj note and agree wiin the 
have documentad 


history 5 physical examination of lha 
lefnan; with the Resident. < raviegved the 
findings and p'an of care, except 95 .1 
(Imtials) 


KRAMER M^EU^ e H 
20509 2300 N * VE 


p/T-EMEf 

. IL 


DR 

Tin* .v.Hiis10 assist the physician's ctocurnentation of clinical care and treatment 
it is not intended to supplant that judgement or create a standard of care. 

r.+i f.-.s ?m7 pr; D«ft 





































































































Electronic Form 


Page 1 of2 


Perry Memorial Hospital 
Emergency Department Triage 


lAcct #: Jo 13335 91 j MR#: 

« .-—p 

‘PATIENT: [KRAMER MADELINE 


8905 




H 


AGE: [ 9m] DOB: |o 1202013] DATE: f 11 ^ 81 !] AdvDirjNj 
Admit Phys jcERNQvTctM Second Phys: 


NO DOCTC 




CHIEF COMPLAINT [ per: 

Emergency Severity Index: |Non-emergent 


JNEUM RED 

x: 


Pain level jo"" ] □ Animal Bite 


(11182013 

; Tri; 

age Time: | 

[o852 

Triage Nurse 

l* jKathy 

’ M., RN 

Triage location 

■:[ 


Time to Waiting 


Mode 


of Arrival 


: jcarried i Accompanied by: Parent _ EMS Service: |~ 


LWBS 


n MVC r Pre-Hospital 


Care: 


Critical Care Start Time 


Height & Weight (i s lb s 


Height & Weight [ New 
Vital Signs 


Triage Notes 


oz 


8.16 kg 8164.7 g 26 in .39 m2 0 


Temperature 


Pulse 


Respiration 


Blood Pressure 


02 Saturation 


98 TEMPORAL SCANNING 


136 APICAL 


24 


11/0 R ARM LYING 


98 


New 


NOTES: 

MOTHER GIVES HX OF CH 
CHANGED THE BABY'S DI 
PERINEUM IS RED. NO B 


ILD 

AP 

LE 


'S FATHER WATCHING THE CHILD YESTERDAY AND WHEN THE MOTHE 
ER TODAY, PERINEUM RED. MOTHER CONCERNED AND WANTS CHILD S 
IEDING NOTED. 


MORE Notes 


Allerg ie 

S see E-MA 

R for allerav reaction information 







Al 

.LERGY 



ALLERGY 

No Known I 

Drug Allergie 

IS 

II 

i 








: ii 

i. 









i. . 




i 





|=L 




1 ” 





r~ ' 




fj MORE Allergies 









httn<j'//efnrm«: nerrvmp.morifll rirp/Y/fiflnaHfnrm oTiy^COMM ANT)—PRINT AT .T ,<fcPRTNTT 12/10/2012 









































































































































Electronic Form 


Page 2 of 2 


_ Mental Status 

P Alert 


P 


Warm 


Skin 

p cooi 


P Oriented x3 
P Confused/Disoriented 


pi Dry P Moist 
P Pink P Pale 
P Normal for race 


PHot Pi 

P Dusky P 


P Flushed 


Respirations 

Unlabored P Labored 

Cough P_Dyspnea 
02 in use @ PJ L/NC 


_ | 

P Calm 

P Anxioi 
P Suppo 



V>t+nc-//pfnrm<: nprrvmpmnrial firp/x/efloadform 


. cbx?COMM AND=PR TNT A LT..&PRTNTT... 


12/10/2013 















Electronic Form 


Perry Memorial Hospital 
Emergency Departme nt Physical Assessment 


!Acct#:|p 1 333591] MR#: E 


jPATIENT: [KRAMER MADELINE H 


luUUMK 

RN: 

Kathy I 

A. , RN 




Page 1 of 1 


8905 


AGE: [jM COB: |oi202013] DATE: l 111 . 813 ] AdvDirf^ 
Admit Phys {cer no v ic h ] Second Phys: 


NO DOCTC 


Assessment time: 0^52 


PAIN EVALUATION: | IF States no pain/Exhibits no signs pain 


PMH Pain Management Guide: 


REVIEW OF SYSTEMS: 


I Respiratory 

r GU 

□ Notes: 


P Circulatory/Cardiac F Neurological 
□ Skin IT Orthopedic 


□ Abdominal 

□ EENT 


httnc 7 /pfnrms nerrvmemorial. 


or e/x/efloadform.cbx?COMM AND-PRINTALL&P RINTT... 12/10/2013 





































































Electronic Form 


Page 1 of 6 


Perry Memorial Hospital 
CED Patient Progress Fiecord 


!Acct #: |0133359i: MR#: (7 78905 j AGE: [5] DOB: |oi2^2013| DATE: fuT813| AdvDir0 
jPATIENT: Jkramer Madeline H J Admit IPhys |CERN0VICH } Second Phys: [no DOCT C 


Patient Information 


FI 

Lbs 02 

| 8.16 k 

g 8164.7 g 26 in .39 m2 ( 

3 




jttew 









Intake & Output 


Intake [Enter"New Intake 

Total Intake from 12/10/13 01: 


53 -12/10/13 09:53 (Ill'll i Total Intake from this form [~ 


Output Enter New Output 


Total Output from 12/10/13 01 


53-12/10/13 09:53 


Total Output from this form | 


IV Site & IV Therapy 


IV Start - Site Information 
D field site maintained 
Time Site 


i r 


IV/INT Gauge Attempts 

□ r 


Nurse 


j 


CZir 


□ r 

□ r 


r ( 

□ f 

□ t 


D/C w/catheter intact 

□ Time 


□ Time ( I [” 
O Time j~~~J ( 


Exam Data 


Critical Care Start Time 

RN Exam Time 
MD Exam Time 


0752 


08001 


j Critical Care Stop Time [ 

."CZ TT ' 

Dr [ R. Cernovich 


IZ 


r 


j™*** 4- **********: 


Dr. 


Interventions - Treatment Record 


Time (0818J p back boar 
^ VS p pain level 


d / c-collar maintained P back board / c-collar removed 
P order(s) received 


P Ice applied P Neb tx per RT 
□ Foley P Labs obtaihed per RN 


BG 


P MD notified: | 
H Xray (. 


P Labs obtained per EED tech P Labs drawn per Lab 


h1tri.s://efnrms-nerrvrnernoria1.nrpr/x/p.fInnHforrn r.hx?C'01VIMANn--PRTNT AT T .^PPTNJTT 19/10/901T 

























































































































































Electronic Form 


NG 


G EKG completed 
G Monitor f 


□ Post mold api 
size 


plied; 


|7| Notes Communication 

RELEASED WITH INSTRUCT 



Time 


G vs 

G Ice applied 

G Foley 
G NG 


G back board / c-collar maintained G back board / c-collar removed 

G MD notified: [" 


G Pain level 
G Neb tx per 
G Labs obtai 
G EKG comp 
G Monitor f 
G Post mold a 

C 


RT 

ned per RN 
eted 


size 


G Notes 


Communication 


G EKG reviewed by MD 
G wound irrigation/cleanse 
G steri-strips applied 


Page 2 of 6 


G IV site(s) patent & clear 

1 - me ... 

G 02 @ I I/m per 1 
G Ortho |.ZI.i 


Report given to: | 

ON SHEET AND SCRIPT xl IN CARE OF MOTHER 


G order(s) received 


G BG 


G Xray j 


jplied; 


G Labs obtained per ED tech G Labs drawn per Lab 
G EKG reviewed by MD O IV site(s) patent & c lear 

G wound irrigation/cleanse C 02 @ [ l/m per 

G steri-strips applied G Ortho | 


Report given to: 


to: r 


G MORE 


G LWBS 


G Transfer Communication / Information 


D isch a rgejnformation 


Patient Belongings: G Cl 
G Wallet/Purse G Home 


(thing G Watch G Glasses O Dentu res I Hearing aid xl G Hearing aid xl 


G Critical Care entire ED vi 
Physician decision to adm 


medications Belongings Disposition: | A11 be i? n i in ? s home ^ 
isit Critical Care Stop Time | 
it - date & time 


Date: 


[7! Discharge Time-out completed 


must be MMDDYYYY 

G LWBS 


Time: 


Patient Disposition: (Home 


Mode: Jcarried Location: j 


_ 


.worrrA/i^/i a xrn=PR twta t r ^PRTNTT 12/10/20n 
































































































Electronic Form 


Page 3 of 6 


jIV status: ) 


J 1 

V details if applicable |~" 



| Accompanied By: | Pa 5 e . nt 

J Pain Scale: |£^ J 

Time of Discharge: | 0818 j RN | Kath 5 

1 M., 

, F 


i / y n i r* 


11 S i \ TT\ 


nnrKTnn a t t o rmr\TTT 


1^/1^ /on 1 O 
























Acct #: Jo 1332596 MR# . 778905 
PATIENT: JKRAMER MADELINE 



, Admit Phys (ascano m 

— .. 

POSSIBLE MOLESTATION^—-—— 


Trmge Date: [H - 8-2013 Triage Time; [ 

Time to Waiting f Mode of Arriva : (carried 

□ LWBS 

□ MVC □ Pre-Hospital Care: 


vhmhhhhiiii^^I 

□ Animal Bite 


[Urgent 

1850 Triage Nurse: f Je ’ nni£e ~“^ Triage location: fiZZl 

Accompanied by: [parent 



hi: 


PARENT STATES THAT SHE THINKS 
STATES THAT PT CAME HOME FROM 
IF TRYING TO RUB IT AGAINST „ 
SHOWS THAT IS A SIGN OF MOLES, 
OPENED WIDE AND WAS VERY EXCOF 
OPENING." PARENT STATES THAT f 
ABRASIONS, OR LACERATIONS NOTE! 
ARMS. ACTIVITY AND DEMEANOR AE 
TO PREI AREA, VAGINAL OPENING 

[J MORE Notes 


Allergies 

see 

E-MAR for allerc 

iy reaction information 

•• .;{ 

r ---- 

ALLERGY 


jNo Known Allergie: 

i—™..—.. 

3 

— ------ 

J 



r 

ip-—-—--— 



r 



□ MORE Allergies 




L 


0 Alert 
■ □ Oriented x3 
□ Confused/Disoriented 


0 Warm 
0 Dry 
0Pink 
□ Normal 


AGE: | 9M dob; ( 01202013 DATE; JTl0813 AdvDir F 

Second Phys: 







EMS Service: 


Critical Care Start Time 


PT WAS SEXUALLY ASSAULTED BY FATHER 3 MONTHS AGO. MOTHER 
A WEEK AT FATHERS HOUSE AND BEGAN GRABBING HER DIAPER AS 
R GENITALS FOR PLEASURE. PARENT STATES THAT HER RESEARPH 
AT I ON. PARENT ALSO STATES THAT PTS » VAGINAE" lit 
IATED AND AT TIMES HAD "WHITE GUNK" AT "VAGINA HOLE 

i xs ; 0R 

WN^Tb^sIoTEdTp^x 1 ^' S ° ME EED " ESS 


ALLERGY 


Skin 

Ip Cool DHot 
[p Moist □ Dusky 
Pale □ Flushed 
race 


□ 


for 


Respirations 
0 Unlabored □ Labored 

□ Cough □ Dyspnea 

□ 02 in use @ ) L/NC 


Psychosoc ial 

0 Calm □ Cooperative 

□ Anxious □ Tearful 

□ Support given 





























































































































Printed 
__11/6/2013 19 11 

Tirrw/Dat* Swi 
(ff Dftfer&nl): 

^ /r 


0004 08 0 Sijg 

Mode of 

Arrival: 

□ EM: 


)ther 


instructions: 


Vital Signs: 
Pulse Ox: 


STORY: 

CHIEF COMPLAINT: 


Tills is a 


. ' JJJ"" P f' >nt Unob, « i 55 ble due to: Altered Mental Status Extremis Unacccomp,med 

. alisnt ^^SCaf^ake^jys Interpreter Med,cal Records LMP: 


ONSET/DURATION Occurred _ 

T,M,N(3 Single Episode Multiple 

SITE OF INCIDENT Home Day Care School 

M REPORTED Accider| tel Physical Assaul 


Hour 

£:>i 


s Days weeksj^o Unknown 
•sodes Unknow n 
Public 

Sexual Assault 


(- 


HOME TREATMENT __ 

RELATED HX Siblings / Other Children At Residence 


Child Protective Services Report Filed By: 


Child-At-Rish 
Risk Factors 


| Negative Unexplained njury/AMS / Shock/Arrest 
1 Injury in Shap, 


jREVIEW OF SYSTEMS; 

Constitutional 

✓Negative 

Eyes 

[ Negativ\ 

^»T j 

i 

j 

Negative \ 

\ 

Negative \ 

Respiratory 

1 Negative \ 

Gl 

• Negative ^ 

GU 

! Negative 

MS 

\ Negative j 

Skin 

Negative J 

Neuro 

N^gaUv^r 

Psych 

Negative 


Pertinent Positives 


is nhi^n.i, >, e . History Changing / Inconsistent w/lnjury / Inconsistent w/Child’s Ability I 

!? 0f 0bject<8 > / V afl0us Sta 9es of Healin g Delay in Seeking Treatment _ V 


Fever Chills 
Discharge Redne$ 
Ear / Mouth / Thrc 
Rapid Heart Rate 
Cough Wheedi 
Vomiting Diarrhe 
I Dysuria Decrees, 
Extremity Disuse 
Rash Cyanos i 
Lethargy Irntabili:: 
Abnormal Interaction 

All other systems reviewed and ne 


Uvai»2-3 j System Level 4 ? Systems u 


PA ST.MpDICALHISTORY:V^Prevro^sTy 

Birth History Normal Abnormal " 

UTD UTD) HI8 

None btitis Media 
None Asthma 
None GERD UTI 

None Seizure Disorder 
None 


Immunizations 
ENT 

Respiratory 
GI/GU 

Chronic Illness 
Surgical History 

FAMILY HISTORY: 

Asthma __ 

Seizures_ 

Other 


Pharyng 

Bronch 


DM 


Negative 


>OCiAK? HISTORY: Negative 

Exno^Gre to Passive Smoke _ 

>us Exposure 


Day Care/School Lives With: Family/Foste 


\cyid: 

Ihjer: 


Circle pertufent positive f:noma 


Stable except:_ 

Norma/ Hypoxic Not Applicable 



_ .. ~.— - ---% on Room Air orO, <§> L/min 

— 3 1 —onltor Rate, NSR Brady Tachy Rhythm: Sinus Atib Junctio nal Ectopy: None PVCs PACs 


year old male /female who presents with a complaint of: 


A ,4XW/./ 


pglect. 


Unknown 

Unknown 




None 

None 


Decreased Activity 
is 

at Pain 

Cool Extremities 
ing Difficulty Breathing 
a Poor Feeding 
<ed Urinary Frequency 
Swelling 
is 

ty Seizures 
w/Parents (specify) 

No 


Additional Pertinent History: 

PCP / Managing Phvaicianfs}: 


Re ferred to E D / Clinic by: PCP / Telephone Referral / Other- 

Previous Visitjor Same Complaint t o ED/Clinic/PCP/ln-Patient With in 
.72 houm / .. Dx/Rx _ " 

BS BSrUmMmh - fNaiae/Ralahnnij-im 

(Name/ReJationshioi 



gative: ^res 

S: 10 Sy*lems / Dtsclairper j 


Caretake rfs); 

Patent Accompanied by: CMotheTVather Other 




t_<U£L 0 - 


•Jel 


Hea thj\ Birth Weight: 


. Prematurity 


• Lt>S 1 Kg [PMHJFH/SH Lav«lri-a~ 0 Lew4 1 javrtV: PMHpi utPH or'i^~[ 


PneumoCV Pertussis Rotavirus Synagis® 
litis 

otitis / RSV Pneumonia 


_♦ Influenza Vaccine Within Last i? Mcmhc 
Yes No U nknown 


I Sickle Ceil Disease Cerebral Palsy 


Care/Group Hm 


01332596 
KRAMER MADELINE 

DR ASCAN0 MAN 
DR 


778905 
F 9M 


P/T-EMEF 


DR NO DOCTOR 
11/08/13 B/D 01/20/13 


Revise *2/11 


ICJ 2012 ECI PSO. LLC Chan Pfinfeo O') 11/6/2013 19 1 l 





































































































































































































































Patient Name Ikramer Madeline 


Patient Acct. it |oi3325! 

Patient Discharge Instructions (continued) 


Call to arrange an appointment to see Dr. [fa 
receptionist you were seen in th e Em ergency F 
You have been referred to Dr. f 


seen in the Emergency Room. Call sooner if yo 


mily doctor in fl -2 days for follow up care. Tell the office 

oom. Call sooner if you think nece ssary . Show t his instruction sheet to your doctor. 

days for follow up care. Tell the office receptionist you were 


u think necessary. Show this instruction sheet to your doctor. 


NOTE: The examination and treatment you . 
be a substitute for or an effort to provide co 
a copy of your records and all test reports, 
him/her any new or remaining problems at 
illness in a single Emergency Department \ 


_ 


have received have been rendered on an emergency basis only, and are not intended to 
'»hiplete medical care. Your follow-up doctor (named above) will receive a 
f is important that you let him/her check you again, and that you report to 
lat time, because it is impossible to recognize and treat all elements of injury or 
‘it. Meanwhile, FOLLOW THE INSTRUCTIONS BELOW as indicated to you. 


MR# 778905 


FOLLOW-UP INSTRUCTIONS 


0 Signs of infection: redness, swelling, incr 
streaks, pus or drainage. 

0 Fever, chills 

0 Increased pain 

0 Changes in walking, vision or speech 
0 Chest pain 

0 New or worsening symptoms. 

0 Loss or bowel or bladder control. 


_ 


RETURN FOR: 


sased pain or warmth, red 0 Dehydration-dry lips or tongue, decrease in urination, no tears when 

crying. 

0 Numbness, weakness or tingling in extremities 
0 Headache. 

0 Feeling faint or dizziness. 

0 Shortness of breath or difficulty breathing. 

0 Nausea, vomiting or diarrhea. 





OTHER SPECIFIC 

I INSTRUCTIONS 




|Rest 




[Push fluids 




1 

|Good hand washing 


1 

r 





1 

r 

1 

1 MAnr 



1 







PEDIATRIC RESOURCE CENTER INFORMATION GIVEN. FOLLOW UP IN 1-2 DAYS. 


0 Planning Ahead brochure given to 
Clinical Impression: Jdiaper rash, all 


0 patient 0 family 0 refused 


2GED MOLESTATION 


Temperature 

P 

ulse 

Respiration 

Blood Pressure 

02 Saturation 

98.1 TEMPORAL SCANNING 

nicrharno \/C- 

127 1V 

ONITOR 

22 

98/64 R ARM SITTING 

97 


Pain level at time of discharge f° 

I hereby acknowledge receipt of and understfci 
information regarding my visit to ER sent to 


rid the printed and verbal instructions and give permission to have any lab, x-ray or other pertinent 
my family/referral doctor. K 

























































ft c 


8O004D80S1 


Printfd: 

11/6/2C13 19 11 


Time/Date Sewi 






Mode of 

Arrival: 

□ EM§. 
J3t5ther 


instructions: 


Vital Signs: 
Pulse Ox: 


Cardiac Monitor Rato: NSR Brady Tachy Rhythm: Sinus Afib Junctional Ectopy: None PVCs PACs 


HISTORY: 


CHIEF COMPLAINT: This is a 


HX from Patient Unobtainable due io: Altered Mental Status 

HXfrom: Patent Car^ake^^gys Interpreter 

^ ^nontj y year old male /female who-presents with a complaint of: 


ONSET/DURATION Occurred O Hoiji 

TIMING Single Episode Multiple 

SITE OF INCIDENT Home Day Care School 
MECHANISM Accidental Physical Assauli 


REPORTED 


I Episodes Unknowi 
Public-—Othej 
It/^exuai Assault 

<4 CUl^L 


HOME TREATMENT_ 

RELATED HX Siblings / Other Children At Residence 


Child Protective Services Report Filed By: 


Child-At-Risk 
Risk Factors: 


i Negative 


ied 


Un explains 
Injury in Sit 


IREVIEW Of SYSTEMS: 


Pertinent Positives 


Constitutional 

/es 

cNT 

CV 

Respiratory 

G1 

GU 

MS 

Skin 

Neuro 

Psych 


Negativi 
Negative \ 
Negative 
Negative 
Negative 
Negative 
t Negative 
legative 
N S 

Negative 


\ 


Fever Chil 
Discharge Red 
Ear / Mouth / 
Rapid Heart Rate 
Cough Whui 
Vomiting 
Dysuria 
Extremity Disuse 
Rash Cydi 
Lethargy Irritii 
Abnormal Interadi 


Dn i 


Diafrl 

Dean 


All other systems reviewed and negative: Yes 


| Laval;.?-3 1 Syslam_Level 4- 2 Systems 


PAST MEDICAL HISTORY;^ preyrmTslv 

Birth History Normal Abnorma l " ~~ 
C^Tot'UTD^ ) I- 
Otitis Media F 


2 1 4 6 t 

KE3E 

Stable except: 
Normal Hypoxic 


BP 



Child At Risk 




Perry Memorial Hospital 




fnicings l 

tecks'Jjsh pertinent negnl ve 

innings INDICATORS 

5: * HQI A PQRS 




Pulse, 


R Rate 


Not Applicable 


. % on Room Air or 0 2 <§>. 


Temp. 


-*wA 


Extremis Unacccompanied 
Medical Records LMP: 




y> 




<zl£JLqj?l X 

o 




rs 


9nkn 


own 


-- 

Neglect- 

- 


TZHL 


Unknown 

Unknown 


None 

None 


Injury / AMS / Shock t Arrest History Changing i Inconsistent w/lnjury / Inconsistent w/Child's Ability 
ape of Object(s) / Various Stages of Healing Delay in Seeking Treatment 


s Decreased Activity 
ness 
roat Pain 
Cool Extremities 
i 62 ing Difficulty Breathing 
hea Poor Feeding 
•eased Urinary Frequency 
Swelling 
nosis 
bility Seizures 
ion w/Parents (specify) 

No 



level 5:10 Syxle/ns / Disclaimer | 


Addll ional Pertinent History: 

PC Pi Managing Physicianfs}: 


Referred to ED / Clinic by: PCP i Telephone Referral I Other _ 

Previous Visit for Same Complaint to ED/Clinic/PCP/ln-Patient Within 

72 hours / , [)flyE n * 1 R * . ■ - - 


Repotting Adult(s): 


(Name/Relationship* 


Caretakerfsi: 


(NamefRelgtiOPShipj 


Patient Accompanied by: 


Father Other:. 


. I — (ft lc. 


A/~-<JV 3 c> ^> — ^ ±£ <*± 2 ^ 


Health^ Birth Weight: 


. Prematurity. 


LbS / Kg PMHfFH/SM. Levels 1-3: 0 level 4 1 IbvhI 5: PMH plus FH or SR 


Immunizations 

ENT 

Respiratory 

GI/GU 

Chronic Illness 
Surgical History 


UTD 

None 

None 

None 

None 

None 


Hip 

Pha 


Asthma 
GERD 
Seizure Disorder 


PneumoCV Pertussis Rotavirus Synagis® 
ryngitis 

rimchiolitis (RSV Pneumonia 


♦ Influenza Vaccine Within Last 12 Months. 

Yes No Unknown 


B 

Ultl 


DM I Sickle Cell Disease Cerebral Palsy 


FAMILY HISTORY: 

Asthma _ 

Seizures _ _ 

Other __ 


Negative 


\ HISTORY: 

tXpos(ire to Passive Smoke 

Jnfectjpus Exposure _ 

Attends Day Care/School 
Other:_ 


Negative 


Lives With: Family/ 


'oster Care/Group Hm 


01332596 
KRAMER MADELINE 

DR ASCANO MAN 
DR 


778905 P/T-EMEF 

F 9M 

DR NO DOCTOR 
11/08/13 B/D 01/20/13 


Revise *2/11 


10 2012 ECI PSO. LLC Chan Primed O'* 11/8/20131911 




































































































































cc« 1 800040 8 03 1 


PHYSICAL EXAMINATION: 


ppearanco 


Eyes 


ENT 


Normal 


_ EXAM LIMITED DUE TO: Uncooperative Altered Mental Status Extremis Other: 
Normal Findings: Abnormal Findings: / 

WetLAppeari ig Ill-Appearing: Mild (f/jod 

No Pain Distress Pain Distress: Mild ~Mod Severe 

No Respiratory Distress Rasp. P/5te?ss Mild Mod Severe 


Conjunctiva Clear 


Ears Normal 

Nose Normal 

Mouth Normal / Moist MMs 
Throat Normiil 


Neck 


Respiratory 


Normal Supple 

Nontender 

No Lymphadf nopathy 


Cardiovascular 


^Norm^( 


Airway Patent 

CTA 

Breath Sounds Equal 
Respiration Nonlabored 


GI/GU 


^Nomna^ 


RRR 

No Murmur 
Pulses Normal 
Brisk Capillary Refill 


Musculoskeletal 






ormir 


Soft / Nontender Tender @ ___ 

No Masses Mass @ ___ 

Bowel Sounds Normal Bowel Sounds Hypo Hyper 
No Organomegaly_ Hepatomegaly / Splenomegaly 


Strength / ROM Intact 
No Edema 


Normal 


Neuro 


Warm & Dry 

No Rash 
Color Norma 


Psychiatric 


Alert 

.Muscle Tone 


Normal Response lo 


Age Appropriate 


2 14 6 2 


Child At Risk 


Perry Memorial Hospital 


Complaint-Specific Findings 


Conjunctiva Inf lammed/ Discharge 


TM Erythema / Bulging / Immobile 
Nasal Clear / Purulent Drainage 
Dry MMs 1 Lesions 

Erythema / Exudate / Enlarged Tonsils 

Nuchat Rigidity 

Tenderness @_ 

Enlarged Nodes @ 


Airway Obstructed / Stridor 

Crackles @ ___ 

Wheezes @ _ 


HEENT: Anterior Fontanelle: Closed Flat Qulginc 
Retinal Hemorrhage 
Raccoon Eyes 
Battle’s Sign 
Hemotympanum 
Tom Frenulum 
Skin. Ecchymosis 

Color; Red Purple Green Yellow Mixed 
Soft Tissue Swelling 
Abrasion I Laceration / Puncture 
Bum: Degree 12 3 [“see 

Describe Pattern or Shape: Diagram 


Breath Sounds @ 
Retractions 


Tachycardia Bradycardia 

Murmur: Grade _ /VI Syslofic Diastolic 

Distal Pulses: Weak Absent 
Delayed Capillary Refill __ 


Genitalia: Please Refer to Evidence 
Collection Kit for Physical Examination 
Documentation (if applicable) 

Refer to Anatomical Drawings if Appropriate 


Limited @ 
Edema @ . 


Normal 


Pate/Diaphoretic^-^ ^ 

(specify): vj-y /Cif) 

cyanosis @ __ if - A ; 

Fatigued / Lethargic / Unresponsive /<{ lLw 1 / 

Muscle Tone ' __ 


Family: 


Response to Family: 

Decreased f Conso'able / Inconsolable 


tevel 1 1 System 
Levels2 - 3: 2 System® 


L6vef A 4 Systems 
Level 5 8 Systems 


Consid&iation of the 
they are no*. Una- nwgnosos. 


FFERENT1AL DIAGNOSES I HQI I PQRS 

ml'ming COOdil'Dns may be warranted for fho presenting proO em 

Abdominal Injury Head Injury 

Bu rn Injuries at Various Stages of Healing 

Contusion Laceration 

Fracture Neglect 

Genital Injury 
Other 


RE-EVALUATION: f” 

Time._ _ _ Unchanged Improved Worse VSS 


ED PHYSICIAN DIAGNOSES: 




Pain Scale (0-10) 


Time: 


Unchanged Improved Worse VSS 


PHYS. NOT flFICATION/CO NSU LTS: jc/rart Copy Available to AddVi Care Providers 

Discussed case/management/disposition of patient with: 

Name: .. _ !_ai _ a.m. / p.m 

Name: .. _at__ a.m / p.m 

Admit/Transition Orders Written by ED Provider: Yes / No 

Reviewed with:_______ 

Admit to: 


Consult Follow-up- 


73e 


> ^ 


DISPOSITION; DISPOSITION DECISION TIME^ 

Ptscharge:_Home Parent/Guardian School Foster Care Deceased AMA 
rAdmttr"EtT?)bs InPtUnit: ICU OR Floor Condition: Stable Unstable 
Patient Endorsed To/Discussed With ______ @ a.m. /p.m 


Patient Stabilized Within Hospital’s Capabilities/Transferred to:_____ 

Transfer Form Corrtpleted - j, ^ w, 

Disposition 

i. Patient Family Other _ ,z__ 


Discussed with. 



After -Cane instructions Given lo & Follow-Up Care Discussed \WPatient At Disch argc 


(Excludes time required for other bHIable procedures) 


Chart Completed: Yes No 


DiSPOSJTION DATE 
(if different [Iteu above) 


)*h'[ 


Teaching Rhys.cian -1 performed 
palienf ^nd disCLSsetf Ine manager* ‘i 
ResoftiMfs note and agree wi»i ‘.he fi 
have documooled _ _(| 


story A physical e>:am.rBiion o f the 
ni with the Rosidenl I reviewed the 
ihdmgs and plan care, exoupt as I 
i vhaisj 


01332596 
KRAMER MADELINE 

DR ASCAN0 MAN 
DR 


778905 
F 9M 


P/T-EMEf 


DR NO DOCTOR 
11/08/13 B/D 01/20/13 


Thin lorm is to assist the physician's documentation of clinical care and treatment 
It is not intended to supplant that judgement 01 create a standard «r care. 

^_.. rkua.ua»aA. - - -n.-- 














































































































Electronic Form 



Memorial 


815-875-2811 Extension; 4 


411 


Patient Name |kramer Madelin e 


Admitting Physician: jcERMOVl CH 


Page 1 of 3 


Patient Discharge Instructions 


] PatientAcct.# joi3335l MR # ^778905 
Secondary Physician: |no DOCTOR j 


Discharge Instruction/Education Handout(s) given & reviewed: 


DIAPER RASH 


j r 


F" 


E Written Prescription(s) prov 

Other Instructions: 


ided □ Prescriptions called to: J 


Pharmacy 


Medications Received in the ER 


□ Immunizations given 

Medication 

Time Given 

Drua Information 

□ 

n 

giv 

|none 




!. 

| 




1 ...1 

D MORE 






Medications to be Taken at Horn 

e 



Medication Name 


Dose 

1 

3oute 


Frequency 



Inystatin cream 



Jon 

Skin 

jAPPLY TO PERINEUM 2 TIMES A 

DAY 


1 . . 



r. : . i 

1 

i 

r.. 




n MORE 

P Take prescribed medication(s) 
Department before continuing t 

r Do not drive, operate machiner 

r Due to medication you have be 
operate heavy machinery. 

gs directed. C 
he medicatior 

AUTION: If you c 

l. 

jeveloi 

) a rash, or ur 

iking this mec 

jartment, youi 

lusual symptoms, contact your physician or the En 

/ or take alcoholic beverages while tc 
en given while in the Emergency Def 

lication: | 
r alertness may 

be somewhat impaired for 6 - 

• 8 hoi 

1 


X-RAY AND < 

JULTURE REPORTS 




|j The X-Ray reading today is a p 
H The culture that was done todg 

reliminary report. The radiologist will review the X-Rays. If there is a change, you will be 
y will not have an immediate report available. If there is a change in your treatment, you ' 

notifiec 

will be 

1. 

notifie 









httns://eforms.t)errvmemorial.org/x/efloadform.cbx?COMMAND—PRINTALL&PRINTT... 12/10/2013 
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Patient Name Ikramer Madeline 


Patient Discharge Inst 


H j Patient Acct.# (0133351 MR# (77890 5 

uctions (continued) 

FOLLOW-UP INSTRUCTIONS 


Dr. 


Call to arrange an appointment to see 
receptionist you were seen in the Emerg 
You have been referred to Dr. [ 


seen in the Emergency Room. Call sooner if you think necessary. Show this instruction sheet to your doctor. 


ent 


NOTE: The examination and treatnm 
be a substitute for or an effort to pri 
a copy of your records and all test 
him/her any new or remaining problei 
illness in a single Emergency Depai 


you have received have been rendered on an emergency basis only, and are not intended 
ovide complete medical care. Your 1 : ollow-up doctor (named above) will receive a 
reports. It is important that you let him/her check you again, and that you report to 
lems at that time, because it is impossible to recognize and treat all elements of injury or 
rtment visit. Meanwhile, FOLLOW THE INSTRUCTIONS BELOW as indicated to you. 


|Physician Acces 
lency Room. Call s< 


oone 


s Guide given in |l-2 days for follow up care. Tell tf 

if you think necessary . Show th is instruction sheet to your doctor. 

days for follow up care. Tell the office rec* 


in 


RETURN FOR: 


Rj Signs of infection: redness, swel 
streaks, pus or drainage. 

Rj Fever, chills 
O Increased pain 
R Changes in walking, vision or s\ 
R Chest pain 

Rj New or worsening symptoms. 

□ Loss or bowel or bladder control. 


ling , increased pain or warmth, red R Dehydration-dry lips or tongue, decrease in urination, 

crying. 

R Numbness, weakness or tingling in extremities 
U Headache. 

peech. R Feeling faint or dizziness. 

Rj Shortness of breath or difficulty breathing. 

□ Nausea, vomiting or diarrhea. 


OTHER SPECIFIC INSTRUCTIONS 


□ MORE 

Other:CHANGE DIAPER FREQUENTLY 


R Planning Ahead brochure gi 


ven to P patient R family R refused 


Clinical Impression: Jp£APEr” 
Discharge VS: 


RASH/DERMATITIS 


INew 


Pain level at time of discharge 


I hereby acknowledge receipt of ai 
information regarding my visit to E 


understand the printed and verbal instructions and give permission to have any lab, x-ray o 
R sent to my family/referral doctor, 


nd 


httDs://eforms.perrymemorial.qr£/x/efloadform 


.cbx?COMMAND=PRINTALL&PRINTT... 


12/10/2013 
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Signature: 

Relationship jparent^ 


Date: 



VvH-r\c* //^firkrme rtpm/mpmnri^l nro/y /pflrvnHfnrm r.hv9rOMMANn=PPTNTAT.T,#PRTNTT 17/10/7011 


















Electronic Form 


Em 


Page 1 of2 


Perry Memorial Hospital 
ergency Department Initial Interview 


jAcct#; )01332596 j MR#: 


78905 


! AGE: 9M I DOB: 01202013} DATE: 1108131 AdvDir N | 


NE 


RN: £ 





[Jennifer M., RN 

Time:|l850| Location: Room 3 








Weight 19 lbs 2 oz 8.61 kg 8675 g 29 in .42 m2 Floor Scale 


Weight | New 


Current Medication 


s Taken At Home 


D Pharmacy called for a 
□ Dr's office called for a: 


ssist with medication list 
ssistance with medication list 


Medication Reconciliation 


□ Validation 


Past Medical Histo 


IF Family provided portio 

□ Unable to assess port 

□ Old records reviewed 


ns or all of the patient history 

ons or all of history due to patient condition 

or portions or all of history due to pt. condition; See account: 


Assistive Devices: <?■ None 


O List 


Last Menstrual Period N/A C Date: f 
Illnesses 

Cardiac & Circulatory History: IF None 
Respiratory / Pulmonary History IF None 
Gl / GU History: IF None 
Musculoskeletal History: FI None 
Mental Health History: F None 
Cancer History IF None 
Other Medical History: IF N<j>ne 


Surgery: ® No O Yes O 
History of Tobacco Use: @ 


History unknown 

No ^ Yes I - Household member smokes 
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Perry Memorial Hospital 
ED Patient Progress Record 


Acct #: | 01 332 596j m R#: 

PATIENT: 


7"'8905 


KRAMER MADELINE H 


AGE: | 9M 

Admit Phys 


□OB: |o 1202013 


ASCANO 


M 


DATE: [1108 13 ) AdvDir| N 
Second Phys: 


NO DOCTC 


Patient Information 

m. » m.M. mmmmmm m u m m. * mm. m.m M.m 



Weight Ji9 lbs 2 02 8.68 

eg 8675 g 29 in .42 m2 Floor Scale 


Weight New 





Intake & Output 


Intake | Enter New Intake 
Total Intake from 12/10/13 02; 


02 


-12/10/13 10:02 | " . " . | Total Intake from this form f 


Output (Enter New Output 

Total Output from 12/10/13 02:02 -12/10/13 10:02 


Z 3 


Total Output from this form 


IV Site & IV Therapy 


IV Start - Site 

Information 






D field site 1 

maintained 






Time 

Site 

IV/INT Gauge Attempts 

Nurse 

D/C w/catheter intact 


1 .J L 

...J 

P 

r 


□ Time | 

r 


P_]r— 


!□□ □ 

p“~“~p 

PI Time ( 

1 r 


r. 1 1. 


1 n r“i p 

p“~pij 

Pi Time j 

1 r 






r . 




Exam Data 


Critical Care Start Time 
RN Exam Time 


Critical Care Stop Time | 


1850 j 

MD Exam Time 11 91 8 ^ 


Dr. |mT 


Ascano 




Dr. 


Interventions - Treatment Record 


Time | l8 5o j □ back board / c-collar maintained H back board / c-collar removed 


pi VS F3 p a j n | eve | 0 

I - ] Ice applied P Neb tx per ET 
P Foley P Labs obtained per RN 


□ order(s) received |J MD notified: | 

P BG1 ( □ Xray f" - ~~ 

P Labs obtained per ED tech Pi Labs drawn per I 


































































































































































Electronic Form 


NG 


P EKG completed 
P Monitor f 
P Post mold applied; 


size 


P Notes 


Communication 


TRIAGE TO ROOM 3. 

1918: MD EXAM WITH JENijY M., RN PRESENT. 


VS 


New 


P EKG reviewed by MD 
P wourd irrigation/cleanse 
P steri-strips applied 


Page 2 of 6 


Pi IV site(s) patent & clear 

D 02 @ | I/m per jZ.IZ 

□ Ortho I'.' j 


Report given to: 


Time 1956 


□ back boa 


d / c-collar maintained □ back board / c-collar removed 


□ VS 


IT] Pain level 


□ Ice applied D Neb tx per 


□ Foley 
P NG 


D Labs obta 
P EKG comp 
Pi Monitor [ 
Pi Post mold a 


0 

RT 

per RN 
eted 


ired 


jplied; 


size 


□ order(s) received P MD notified: 

P BG r ~] r Xra V I.-.I.-J— 

P Labs obtained per ED tech P Labs drawn per Lab 
Pj EKG reviewed by MD P IV site(s) patent & clear 

P wound irrigation/cleanse P 02 @ j I/m per) 

P steri-strips applied O Ortho j . 


p Notes Communicatidi 

DC INSTRUCTIONS/HEALTH 
VERBALIZED UNDERSTAND 


n j Report given to: | 

AND DEVELOPMENT IN INFANT AND PRC INFORMATION GIVEN, 
1NG. DC HOME. 


PARE! 


P MORE 


P LWBS 


P Transfer Communication / Information 


Discharge Information 
Patient Belongings: P Clc 
P Wallet/Purse □ Home 


.-thing □ Watch P Glasses P Dentu res P Hearing aid xl P Hearing aid xi 
medications Belongings Disposition: | A11 home j 


is it 


G Critical Care entire ED vi 
Physician decision to adm 


Critical Care Stop Time 
it - d ate & time Q a t e: 


Time: 
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F Discharge Time-out completed 
Patient Disposition: Jhome 


IV status: 


Accompanied By: | Pa rent 


N°. IV P r INT a t discharg e / tra nsfer | iv details if applicable 

Pain Scale: j o j ; Time of Discharge: |l956 j rn 


rnust be MMDDYYYY 

r LWBS 

Mode: [carried j Location: [~ 


Jennifer M. 
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[Name (kramer Madeline' i | Account |oi332596* 


Patient Progress Notes page 2 
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r^ww»«-w-rwTr«-* 

Emerg 

Perry Memorial Hospital 
ency Department Physical Assessment 


Acct #: |oi332596j m r [7 

78905 j AGE: f 9M | 1 

DOB: |01202013[ DATE: |ll0813j AdvDirfG 

PATIENT: KRAMER MADELIts 

E H Admit 

Phys ASCANO m ; Second Phvs: no doctc 




im —mm —mm- — B 




RN: Jennifer M., RN 

Assessment time: [l8501 











PAIN EVALUATION: 

4 States no pain/Exhibits no signs pain 




PMH Pain Management Guide: 


.1 , 











"review of 

[ 

l 

f 

SYSTEMS: 

J Respiratory 
ZGU 

J Notes: 

□ Circulatory/Cardiac Gl Neurological □ Abdominal 

□ Skin G Orthopedic Gi EENT 


GU C Male @ Female 
Urinary Symptoms F5 Norma 
□ Incontinent 

D Stress incontinent Last Void: 

forpt. G Pain O Frequency fj Hesitancy G! Urgency □ Bloody or dark urine 1 

1 r Distended Bladder G Foley Catheter 


I L ast M enstrual Period [Z 
g| P[ Ab [ EDC 


Not of age O Post Menopausal □ Hysterectomy Approx. 1st day of LMP { 


j O Vaginal Discharge G Itching I 1 Vulvar/Vaginal Pain D Abnormal Vaginal Bleeding G Passing Clots 
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Perry Memorial Hospital 
Emergency Department Triage 



!Acct #: foi332596i MR#: 

1 .. 

778905 ] AGE: | 9M: 

D 

: P 

SM.M. 

OB: |01202013| da 

tTE 

Sc 

; 111 0 8 1 3 j / 

VdvOirpj 

•PATIENT: |KRAMER MADELI 

! Admii 

■hys (ASCANO M j 

jcond ( 

3 hys: 1 

NO DOCTC 

***■»*» * ». m.M.mm.m.mm.mm.m 

CHIEF COMPI 
Emergency S< 

w m m.n m.m.m. m m 

mm ..«• m. m, mm.mm 




-AINT[po: 

JSIBLE molestation 





sverity In 

dc 

ia 

D C 

5 x: (urgent 

se: 

A 

Pain level 

1° 

.1 n 

Triag 

Anim 

e locati 

EMS S 

al Bite 

Triage Date: |ll. 8.2 013 J j 

geTime:(l850 Triage Nun 

(Jennifer M., RN 


on: |p 

loom 

Time to Waiting 

j Mod 

)f Arrival: {carried 

ccompanied by: Parent 

Service: [ 

□ LWBS 

fl MVC n Pre-Hospita 

Care: Critical 

Care Start Time | 

j 




Triage Notes 

Height & Weigh 

Height & Weigh 
Vital Signs 








It 19 lbs 

2 oz 8.68 kg 8675 g ; 

>9 in .42 m2 Floor 

Scale 




it [New 














Temperature 


Pulse 

Respiratior 

1 

Blood Pressure 


02 Saturation 


98.6 TEMPORAL SCANNING 


102 MONITOR 

24 


94/62 R ARM SITTING 


j 

97 


jNew 


1 .. ........ ..1 





NOTES: 

PARENT STATES THAT SHI 
STATES THAT PT CAME H( 
IF TRYING TO RUB IT A( 
SHOWS THAT IS A SIGN ( 
OPENED WIDE AND WAS VI 
OPENING." PARENT STATI 
ABRASIONS, OR LACERAT! 
ARMS. ACTIVITY AND DEt 
TO PREI AREA, VAGINAL 

p MORE Notes 

2 THINKS PT WAS SEXUALLY ASSAULTED BY FATHER 3 MONTHS AGO. fc 
)ME FROM A WEEK AT FATHERS HOUSE AND BEGAN GRABBING HER DIAE 

5AINST her genitals for pleasure, parent states that her re 

)F MOLESTATION. PARENT ALSO STATES THAT PTS "VAGINA HOLE" WA 
:RY EXCORIATED AND AT TIMES HAD "WHITE GUNK" AT "VAGINA HOLE 
IS THAT REDNESS WAS DIFFERENT FROM DIAPER RASH. NO BRUISES, 
:ONS NOTED TO HEAD, NECK, CHEST, ABDOMEN, BACK, LEGS, BUTTOC 
1EANOR APPROPRIATE FOR AGE. GENITALIA INTACT, SOME REDNESS N 
OPENING WNL. NO BRUISES NOTED TO PERI AREA. 



R for allerav reaction information 





Allergies 

see E-MA 

A 

-LERGY 



ALLERGY 

No Known Allergies 


il. 



* 


r 


. 3 1~ .d 



. 




izifiziz: 












P 


~ir . 





fl MORE Allergies 







rpsa-i.'j.—. . 







r 





1 
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Mental Statu 


s 


Skin 


F Alert 

l~ Oriented x3 
r Confused/Disoriented 


F> Warm P Cool 
F" Dry r Moist 
FI Pink H Pale 
□ Normal for race 




□ Hot 

O Dusky 
H Flushed 


_ Respirations 

F! Unlabored VZ Labored 
1 i Cough H D yspnea 
FI 02 in use @ | j L/NC 


_j 

F Calm 
(J Anxioi 
D Suppo 
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Memorial 

Hospital 


815-875-2811 Extension; 


4411 


Patient Name (kramer Madeline 


Admitting Physician: ascano 


Discharge Instruction/Education Handout(s) given reviewed: 


JnORMAL GROWTH AND DEVELOPMENT OF INI j" 


r 


Written Prescription(s) pro\[ided l~ Prescriptions called to: 

Other Instructions: 


Immunizations given 

l> 


NONE 


r 


□ MORE 


Patient Discharge Instructions 


| Patient Acct. # (0133 

25i 

MR # [778905 


Secondary Physician: 

NO 

DOCTOR 




.i 


_j 


Pharmacy 


Medications Received in the ER 


Medication 


Time Given 


Drug Information aiv 

n 

n 


Medication Name 


Dose 

Fi 

toute 


Frequency 


r 


1 J 

1 





r 

! 


1 


r — 



□ MORE 

PI Take prescribed medication(s) a 
Department before continuing th 

H Do not drive, operate machinery 

□ Due to medication you have bee 
operate heavy machinery. 

i directed. CAUTION: If you d 
3 medication. 

or take alcoholic beverages \a 
i given while in the Emergenc 

evelop a rash, or ur 

/hile taking this mec 
;y Department, your 

lusual symptoms, contact your physician or the En 

lication: | 

' alertness may be somewhat impaired for 6 - 8 hoi 


X-RAY AND CULTURE REPORTS 


The X-Ray reading today is a pr< 
The culture that was done today 

liminary report. The radiologist will review the X-Rays. If there is a change, you will be notified, 
will not have an immediate report available. If there is a change in your treatment, you will be notifie 

\ 

/ 

n« //a-TA»*tv>n « r»v\ «m‘ r\ 1 />« 


K A XTT\—TVT>TKTT ATT O 

_T'ITT rKT nr nr n/iA/Thn 
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Patient Name [kramer madelini: 


Patient Discharge Instructions (continued) 

FOLLOW-UP INSTRUCTIONS 


Call to arrange an appointment to see 
receptionist you were seen in the Em i 
You have been referred to Dr. f 


seen in the Emergency Room. Call sc oner if you think necessary. Show this instruction sheet to your doctor. 


NOTE: The examination and treatm 
be a substitute for or an effort to p 
a copy of your records a nd all test 
him/her any new or remaining probl 
illness in a single Emergency Depa 


ent you have received have been rendered on an emergency basis only, and are not intended 
fovide complete medical care. Your follow-up doctor (named above) will receive a 
reports. It is important that you let him/her check you again, and that you report to 
lems at that time, because it is impossible to recognize and treat all elements of Injury or 
rtment visit. Meanwhile, FOLLOW THE INSTRUCTIONS BELOW as indicated to you 


Patient Acct. # 1013325! 


MR 


* I™ 


778905 


Dr. 


[family doctor 


in ) 




think nece ssary . Show th is instruction sheet to your doctor. 


days for follow up care. Tell the office rec< 


RETURN FOR: 


13 

□ 

Pi 

[J 

□ 

□ 

□ 


Signs of infection: redness, swelling, increased pain or warmth, red 
streaks, pus or drainage. 

Fever, chills 
Increased pain 

Changes in walking, vision or s Deech. 

Chest pain 

New or worsening symptoms. 

Loss, or bowel or bladder contrcjl. 


I? Dehydration-dry lips or tongue, decrease in urination, 
crying. 

□ Numbness, weakness or tingling in extremities 
CT Headache. 

I~ Feeling faint or dizziness. 

C Shortness of breath or difficulty breathing. 

D Nausea, vomiting or diarrhea. 




OTHER SPECIFIC 

J INSTRUCTIONS 



|Rest 

. 




Push fluids 


Good hand wash 

ing 

... j. 

. - ..~ .. . . . J 
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Other: PEDIATRIC 


RESOURCE CENTER INFORMATION GIVEN. FOLLOW UP IN 1-2 DAYS, 


r? Planning Ahead brochure g 


ven to □ patient Pi family T refused 


Clinical Impression: [uiaper 
Discharge VS: 


Temperature 


RASH, ALLEGED MOLESTATION 


98.1 TEMPORAL SCANNING 


Discharge VS: [New 

Pain level at time of di scharge 


Pulse 


127 MONITOR 


Respiration 


22 


Blood Pressure 


98/64 R ARM SITTING 


02 Saturation 


97 
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I hereby acknowledge receipt of and 
information regarding my visit to Efc 


understand the printed and verbal instructions and give permission to have any lab, x-ray o 
sent to my family/referral doctor 
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Signature: 

Relationship jparent 























